DOCUHENT BESUHE 

EC 062 ai9 

Crammatte, Alan B., Ed.; Miles,r Dorothy S., Ed. 

Multiply Disabled Deaf Persons: A Manual for 

Rehabilitation Counselors. 

De Paul Univ. r Chicago, 111.; Social and 

Rehabilitation Service (DHES) , Washington, D.C. 

Rehabilitation Services Administration. 

SRS-73-25047 

72 

90p. ; Developed at a workshop (New Orleans, 
Louisiana^ March 31-April 3^ 1968) 

MF-$0.75 HC-$4.20 PLUS POSTAGE 
Aurally Handicapped; ^Counselor Role; *Deaf; 
Diagnostic Tests; Emotionally Disturbed; *Exceptional 
Child Services; Followup Studies ; Guidelines ; 
Identification; Job Placement; Learning Disabilities; 
Mentally Handicapped; ^Multiply Handicapped; 
♦Rehabilitation; Vocational Counseling; Vocational 
Rehabilitation 
Severely Handicapped 



The manual for rehabilitation counselors of multiply 
disabled deaf persons has been developed from a workshop in which 
vocational counselors discussed stages of the rehabilitation process. 
Guidelines for the procedures of identification, differential 
diagnosis, vocational evaluation, placement, and follow'^up are given 
for deaf persons also handicapped by mental retardation, emotional 
disturbance, learning disabilities, or other severe handicaps. A 
brief description of the rehabilitation process is directed to 
readers not familiar with the field. Guidelines include such 
suggestions as using the TOWER system for evaluating work skills, 
particularly of mentally retarded persons, and being alert for 
emotional disturbance when school and other records so indicate or 
when the client's verbal behavior betrays inconsistencies. Also 
provided are such aids as a flow chart for the identification, 
assessment, and referral of deaf children having difficulty in 
school, and a checklist for the identification of the atypical deaf 
adult. Appendixes include a listing of service centers for deaf 
people^ a bibliography on deafness and ov.her disabilities, a listing 
of psychological tests, and directory of workshop participants. 
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Preface 



The Rehabilitation Services Administration is pleased to make 
available ti^'s reissue of Multiply Disabled Deaf Persoris; A Manual 
for Re hah Hi tat ion Counselors, It has been extremely helpful in 
focusing needed attention on the problems of deaf people with ad- 
ditional disabilities such as mental retardation, emotional disturb- 
ance, learning disabilities, vision impairment, cerebral palsy, and 
other disorders. 

While underseiTice to multiply disabled deaf people continues to be 
a persistent and pervasive problem, the future appears to be bright 
with plans underway for the establis?iment and operation of re- 
habilitation centers \vhere deaf persons with complex needs will 
be able at long last to obtain the special services they require. 

It should be a great satisfaction to the individuals who participated 
at the workshop which produced this document to know that they 
had an important role in generating action that promises to do so 
much for multiply disabled deaf pepple. 




Commissioner 
Rehabilitation Services 
Administration 
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Foreword 



Another important milestone in service to deaf people has been 
realized in the publication of this document, the report of a work- 
shop to develop guidelines in the vocational rehabilitation of mul- 
tiply disabled deaf persons. 

The handbook is a tribute to those persons who have long been 
concerned with the plight of deaf people who are unserved or un- 
derserved due to complex physical, emotional or mental condi- 
tions that make service to them difficult. 

The encouraging pioneer work done at special programs for 
multiply disabled deaf people has shown clearly that appropriate 
practices and inspired service are the keys to their rehabilitation 
fulfillment. 

It is hoped that this manual which describes the deeper serv- 
ices and counseling techniques that are helpful to multiply disa- 
bled deaf persons will be an inspiration and a challenge to voca- 
tional rehabilitation counselors and others who work with them. 

It was a particularly meaningful experience for the Rehabilita- 
tion Services Administration to share in the production of this 
document which promises to open the door for more and better 
services to multiply disabled deaf people. To the sponsoring insti- 
tution, DePaul University, the planning committee, and to all of 
the other workshop participants, I extend my special apprecia- 
tion. 



Joseph Hunt 
Commiscdoner 
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Introduction 



For the past dozen years the problem of multiple disabilities 
and the concomitant added handicaps has loomed menacingly 
upon the horizons of education and rehabilitation. As medical 
skills have saved more and more persons from death, more and 
more have had to face life with multiple disabilities. Since deaf- 
ness, of itself, entails an intricate complc-x of handicaps, the prob- 
lem has been particularly acute for worken^ with deaf people. 

Concurrently there has been grov;th of professionalism among 
rehabilitation workers. As demands upon the service have grown, 
new disciplines have beeii involved. The rehabilitation worker has 
found a multitude of professional ^services available for his 
clients. His function of liaison and coordination has come to de- 
mand a truly interdisciplinary approach, and consequently a 
broad understanding of numerous complex professions. The gen- 
eral counselor, faced for the first time with the complexity of 
deafness compounded by secondary disabilities and with a spec- 
trum of many professional services available, might be excused 
for-ieeling overwhelmed ai.-d in need of aid. 

As a step toward providing such aid, a workshop to develop 
guidelines for the establishment of comprehensive vocational re- 
habilitation services for the multiply disabled deaf was held in 
New Orleans March 31 through April 3, 1968. The purposes of 
the workshop were : 

To develop guidelines and to report techniques for the 
establishment of comprehensive vocational rehabilitation serv- 
ices for the multiply disabled deaf in the areas of identifica- 
tion, evaluation, training, placement, and follow-up. 

To provide vocational rehabilitation counselors and sup- 
porting personnel with techniques and knowledge usalole in 
aiding the adjustment needs of the multiply disabled deaf. 

To acquaint such workers with principles, practices, and 
procedures in the use of the interdisciplinary approach to 
case services. 

To develop practical department of vocational rehabilita- 
tion/school and other sources of referral relationships in the 
vocational rehabilitation process. 

The discussants were divided into four grou^is according to the 
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secondary disabilities which might be expected with deafness; 
mental retardation, emotional disturbance, learning disabilities, 
and other severe handicaps. Each group included vocational reha- 
bilitation workers and experts in the particular field and they re- 
mained together throughout the six discussion sessions. The dis- 
cussions covered (1) identification, (2) evaluation — differential 
diagnosis, (3) evaluation — vocational, (4) training, (5) place- 
ment, and (6) follow-up. 

An important aim of the workshop was to provide a pragmatic 
working manual for day-to-day use by rehabilitation counselors 
and supportive personnel Hence this repoi-t is presented in the 
format of a manual. The provacative papers which led off the dis- 
cussions are omitted, recommendations and resolutions have been 
placed in the appendix, generalities on rehabilitation of deaf peo- 
ple are gathered in a general chapter and a chapter is devoted to 
each of the disability groups mentioned above. 




CHAPTER 1 



General Principles and Practices 
in Rehabilitation of Deaf Clients 

There are certain general practices applicable to rehabilitation 
of deaf clients which are useful in serving multiply disabled deaf 
persons, whatever the secondary disability may be. Such general 
activities on behalf of deaf (rather than multiply disabled) per- 
sons have been gathered in this chapter. The first section is a 
brief description of the rehabilitation process; it is included for 
thoje readers not familiar with the field. The remaining sections 
deal with the procedures involved: identification, evaluation, 
training, placement, and follow-up. 

THE VOCATIONAL REHABILITATION PROCESS* 

By Larry G, Stewart 
Directory Project with Low-Achieving Deaf 
Hot Springs Rehabilitatio-n Center 

The State-Federal program of vocational rehabilitation has as 
its objective the restoration of disabled people to fullest possible 
productive living. The work of this program is manifest in the 
vocational rehabilitation process, which involves the provision of 
a variety of services designed tq bring physically, mentally, and 
emotionally disabled individuals to their best functioning level in 
terms of job performance, personal adjustment, and social pro- 
ductivity. The process is essentially one of change, and is mediated 
by the vocational rehabilitation counselor who coordinates, in a 
meaningful way, the community resources which are available 
for the rehabilitation of disabled persons. 

* Mr. Stewart presented these ideas briefly at the workshop and generously 
agreed to expand upon them for this manual- 

1 



The vocational rehabilitation process is dynamic and client- 
centered. The needs of the disabled clients are the determinants 
guiding the selection of specific community services which are 
brought to bear on his problems. There are well-defined stages in 
the rehabilitation process, including casefinding and referral, pre- 
liminary case study, the case study, the vocational rehabilitation 
diagnosis, planning goals and services, and provision of services. 
These stages are presented schematically in the diagram on the 
opposite page, 

Casefinding and Referral 

Casefinding and referral involve activities designed to acquaint 
the disabled with the services available through vocational reha- 
bilitation and to stimi^late them to apply for its program of 
services. Community agencies, interested persons, and disabled 
people themselves play an active role in the casefinding and refer- 
ral process. 

Preliminary Cass Study 

Once the disabled person has been referred to the vocational re- 
habi^tation agency the actual casework process begins. The pre- 
liminary case survey is concerned with the collection of informa- 
tion which will assist the counselor in reaching a decision on 
whether the applicant will be accepted or rejected for further 
consideration fov services. Certain basic information on the client 
is obtained from the referral source and from other sources 
which may have important data on the client. During the initial 
interview between the counselor and the client, the client is en- 
couraged to describe his problems as well as his interest in and 
understanding of vocational rehabilitation. The counselor ex- 
plains the vocational rehabilitation program and its requirements 
and attempts to assess the motivation of the client. He also ob- 
tains more detailed information on the cHent which w^ill enable 
the counselor to decide whether the case warrants further consid- 
eration or rejection and referral to another agency. 

The Case Study 

The purpose of the case study is to assemble useful background 
and current evaluation information on the client which will ena- 
ble the counselor to answer these questions: 

1. Does the client have a disability? 

2. Is the disability a substantial handicap to employment? 
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3. Is there a reasonable expectation that through vocational 
rehabilitation services the client can be successfully - ehabili- 
tated? 

To answer these questions the counselor will require the fol- 
lowing information: current status of health and physical his- 
tory, intellectual potential and educational history, vocational ex- 
periences, home and family relationships, and personal and social 
adjustment patterns. This information is obtained from general 
medical doctors, medical specialists, psychologists, vocational 
evaluation centers, schools the client has attended, previous em- 
ployers, the client's family, and the client himself. All of these 
sources are contacted only when permitted by the client. The 
counselor uses judgment based upon training and experience to 
determine the types of information needed, and consults with pro- 
fessionals from medicine and other areas with respect to the 
types and depth of information needed. In certain cases it may be 
necessary for the client to undergo extended vocational 2valuation 
for a period of time in a rehabilitation center before the counselor 
will have all of the information he needs to complete his case 
study. Once the needed information has been assembled, the coun- 
selor is ready to reach a vocational rehabilitation diagnosis. 

The Vocational Rehabilitation Diagnosis 

The counselor uses the information obtained during the case 
study period to determine the client's eligibility for services and 
to identify the needs of the client which must be fulfilled before 
he can function at his best level. Once eligibility has been deter- 
mined and needs have been agreed upon by the client and the 
counselor, they can move into the planning stage. 

Planning Goals and Services 

The counselor and client explore possibilities in employment, 
agree on an employment objective, formulate a rehabilitation 
plan which will enable the client to achieve the objective, and 
make preparations for initiating the plan. The client is helped by 
the counselor to understand and carry out his responsibilities in 
the rehabilitation program, and the counselor and client make the 
necessary arrangements with community resources to meet t^e 
chent's needs. 

Provision of Services ^ 

The counselor and client work together to select the best 
facilities available to meet the client's rehabilitation needs. The 
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counselor draws up agreements with the community resources 
providing services for the client and arranges for financial reim- 
bursement for these facilities. Where training is provided, the 
counselor arranges for periodic training reports and discusses any 
problems which come up with the client and the training agency. 
With other types of services such as physical restoration, the coun- 
selor maintains close contact with the agencies concerned to see 
that the services agreed upon are provided. Once all agreed-upon 
rehabilitation services have been provided and the client is ready 
for employment, the counselor and client develop a procedure for 
job placement. Other agencies such as State employment agencies 
and governmental agencies are contacted for assistance where indi- 
cated. The client is encouraged to take the initiative in finding 
employment commensurate with his abilities, interests, and per- 
sonal characteristics, but the counselor plays a major role in this 
area whenever indicated by the circumstances of the individual 
client. During the first stages of employment the counselor main- 
tains contact with the client and his employer to ascertain the 
progress of the client and to offer counseling when indicated. 
When it has been ascertained, after a reasonable period of time, 
that the client is suitably employed and the employer is satisfied 
with his work, services are terminated and the case closed. 

This is the essence of the vocational rehabilitation process. The 
stages in the process are well-defined by their nature and are bas- 
ically similar in all vocational rehabilitation agencies, although 
agency requirements and counselor competence may vary to some 
extent. Throughout the process, however, counseling provides the 
continuity which ties the stages together. Most disabled clients 
require counseling to help them to obtain maximum benefit from 
rehabilitation services. Thus counseling pervades the entire proc- 
ess, starting with the initial interview and continuing until case 
closure. The emphasis in counseling is on the client and his per- 
ceptions and feelings toward himself and his problems. The ulti- 
mate objective is, of course, vocational adjustment, but in the 
process good social and personal adjustment are vital. 

The remainder of this chapter is devoted to expansion upoii the 
general vocational rehabilitation process as applicable to deaf 
persons. Subdivisions of the text are those employed at the work- 
shop where this manual was developed; these subdivisions and 
their relationship to those developed by Mr. Stewart are: 

Identification Case finding and referral 

Evaluation Preliminary case study, case study, the 

vocational rehabilitation diagnosis, and 
planning goals and services 



5 



Training 

Placement i Pi'ovision of services 

Follow-Up J 



IDENTIFICATION 

The recent rubella epidemic of 1963-65, with its implications 
for a high incidence of multiply handicapping conditions, under- 
scores the present need for sophisticated identification procedures 
in rehabilitation efforts. 

In the area of deafness, the counselor needing both general in- 
formation and advice on specific problems might contact one of 
the following training programs for rehabilitation counselors 
working with the deaf: 

College of Education, University of Tennessee, Knoxville, 

Tennessee 37916 
Department of Special Education and Rehabilitation, School 

of Education, University of Pittsburgh, Pittsburgh, Pa. 

15213 

Division of Special Education, Department of Education and 
Psychology, Oregon College of Education, Monmouth, Ore. 
97361 

School of Education, College of Education, The University of 

Arizona, Tucson, Arizona 85721 
School of Education, New York University, New York, N.Y. 

10003 

In going into a new community, the counselor who expects to 
work with the deaf might begin by sending out a questionnaire to 
as many deaf persons as can be contacted,* This survey will 
provide him with (1) a directory of deaf persons in the area, (2) 
a rof^ter of industries where deaf persons are employed, for later 
contjacl^, and (3) a roster of deaf resource persons who can, and 
are pvilf ing to, assist in many phases of the rehabilitation process. 
It shou?d be emphasized that leaders in the deaf community are 
excellent resource persons for the local counselor, especially in 
his dealings with multiply disabled deaf clients. They can inter- 
pret or rVcommend interpreters for low-verbal clients who have 
difficulty in expressing their feelings and intentions. Perhaps the 
most effective way for a rehabilitation counselor to reach deaf 
people for Identification and referral is for him to establish a rep- 
utation for\^good services to his clients.- The community of deaf 

* The annual directory issue of the American Annals of the Deaf is a 
useful source of information about local deaf leaders and organizations of 
and for deaf people. 
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persons has a highly developed system for disseminating informa- 
tion important to its members. 

Members of the deaf community and individual friends or asso- 
ciates of the deaf client can aid in identifying secondary handi- 
caps by providing reports of current behavior. Such reports can 
also be obtained from the family, hearing friends, interpreters, 
and current rehabilitation workers. Other sources of information 
which may disclose special problems are medical and school rec- 
ords, family relationships, work histories, and reports of psychol- 
ogists, rehabilitation counselors, and social workers. All this in- 
formation must be evaluated by the counselor in addition to his 
own observations during information-gathering interviews, and 
personality probings. Pertinent to the observation process are the 
client's life situation reactions, motor behavior, time and spatial 
relationships, and similar functioning. 

Additional case-finding and diagnostic sources are given in the 
separate sections on each secondary disability. 



EVALUATION 

The evaluation procedures described in this manual are framed 
in terms of optimal working relationships among medical, par- 
amedical, and vocational rehabilitation personnel in a team ap- 
proach to the rehabilitation process. Some large urban areas in 
tho nation are now providing these integrated and coordinated 
services. In many instances, however, this high level of service 
will not be available due to lack of local facilities or appropriate 
personnel or to inadequate communication and working relation- 
ships between existing agencies. 

While the procedures set forth here are designed to meet the 
needs of the counselor working in an area where appropriate serv- 
ices are available, they might also serve as guidelines for the 
utilization of presently untapped local agencies and professional 
personnel. Finally, they may provide a basic plan of action to be 
adapted by the counselor working in an area with limited com- 
munity resources. 

Certain general principles are seen as basic to the entire evalu- 
ation process: 

1. Evaluation is a method for testing the validity of the initial 
diat^nosis and for developing plans to carry out the rehabili- 
tation of the client. 

2. Evaluation is a continuous process beginning with identifi- 
cation of client needs and ending only with the achievement 
of client independence, 
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3. Evaluation is a comprehensive procedure which requires the 
assistance of all professional and lay service resources avail- 
able. It cannot bo based on observations from fragmented 
services or i)e dependent on the skills of a sintrle professional 
specialty. For example, medical evaluations should be con- 
ducted by a specialist for the medical area beinij: evaluated, 
and audiolo^ical assessments by audiolo.irists from speech 
and hearin.u: centers. The team anoroach with case staffines 
is ideal; many rehabilitation facilities provide this approach 
plus an environment suited to structured behavior and 
skilled observation, 

4. Evaluation is a circuuir or cyclic approach with constant 
repetition of each service stage on continuously higher levels. 
It is an active ccncern whatever the stage or level of the 
client's adjustment or the nature of any special services 
he may receive, 

5. Evaluation is a coordivated approach for which the rehabili- 
tation counselor assumes the major resDonsibility. Counsel- 
ors are intended to assume over-all evaluation and manage- 
ment of their clients' progress in conjunction with what- 
ever consultation may seem advisable. 

With these principles in mind the counselor can explore a van- 
sty of resources for help in making the initial diagnosis and in 
providing a comprehensive evaluation of his deaf client. 

Resources 

The selection of evaluation procedures is based on data secured 
during early contacts with the client. Such data will normally in- 
clude information on the person's innate capacities and limita- 
tions (intellectual, social, physical, and emotional), his educa- 
tional background, vocational training, orientation to work, work 
history, and occupational patterns. It will also cover the client's 
future objectives and aspirations, his motivation for change and 
for services, and other data required for vocational evaluation 
and case study. 

Much of this background information can be obtained by the 
counselor from appropriate soi-rces. Etiological and medical in- 
formation is available from relatives, friends, the school for the 
deaf or any other school attended, the family doctor or midwife, 
child welfare agencies, and hospitals. In rural areas the county 
health agencies and personnel can be used to obtain additional 
medical information; in city areas, hospital and university clinics, 
union hospitals and clinics, and specialists in various areas may 
be utilized, • 

The initial assessment of communication and academic skills 
may be based on information from the State school for the deaf, 
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speech and hearing clinics, hearing societies, societies and agen- 
cies serving other handicaps (blindness, crippling, and so forth), 
agencies and individuals concerned with social and religious ac- 
tivities, and leaders of the deaf community. The counselor 's own 
observations will include how the family members communicate 
with the client. In city areas, trained interpreters are often avail- 
able to assist with assessments. 

In rural areas, the initial audiological screening may require 
primitive techniques such as finger snapping, clapping, use of 
noise makers; the county health nurse may provide this initial 
screening. Use of a portable audiometer or referral to a mobile 
clinic may be the most efficient arrangement. In the city, clients 
should be referred to an otologist and an audiologist. Hearing aid 
dealers are not qualified to make diagnostic evaluations. Specific 
information to be sought includes client utilization of amplifica- 
tion systems, hearing aid evaluations, and recommendations for 
communication training. The counselor should not predetermine 
the need for a hearing aid. A speech evaluation will be needed to 
determine the feasibility of speech or speech-retention training. 

Skills for daily living may be assessed mainly through family 
information and counselor observations following the initial im- 
pression. The Vineland Test of Social Maturity may have some 
applicability to deaf clients. The counselor might usefully elicit 
information on ability to travel; degree of independence; budget- 
ing ability; ability to follow directions, make purchases, and 
write checks; sense of responsibility; and leisure time activities. 

The above information may be used by the counselor himself or 
may be passed on to any facility from which a comprehensive 
evaluation is desired. As has already been stated, the team ap- 
proach to a comprehensive evaluation is preferable. Local facili- 
ties using this approach may be capable of handling deaf persons. 
If local facilities are not feasible or not available, the counselor 
may wish to set up a committee from the community to assist him 
in rehabilitation planning for his deaf clients. Such a committee 
might include speech therapists, audiologists, interpreters, teach- 
ers of the deaf from local or state schools, physicians, and other 
professional personnel. Evaluations by this group could serve as a 
basis for decisions made in conjunction with the client and the 
client's parents as to what services might most usefully be ex- 
tended. 

Alternately, the counselor might develop his own long-range 
program of acquiring evaluative services at the local level. He 
might use schools for the deaf, both private and public, as a start- 
ing point and investigate State regulations regarding the pur- 
chase of their services by the division of vocational rehabilitation. 
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In certain States this is not permissible; the counselor with no 
other resources might wish to instigate administrative interest in 
legislation to alter the situation. 

Specialists from local hospitals, from the State department of 
education, from mental commissions or boards, and from other 
such bodies might be available for consultation. In sparsely popu- 
lated areas it might be necessary that State lines be crossed in 
order to obtain services of an appropriate specialist. Regional 
programs could also be investigated. Specialists who have been 
hired with funds from Titles 1, III, and VI of the Elementary and 
Secondary Education Act* by the local and State school systems as 
well as by special schools and institutions are other possible re- 
source persons available to local counselors. 

If, as will frequently be the case, particularly with the multiply 
disabled deaf client, the problems presented seem beyond the ca- 
pacities of the counselor and/or local facilities, an appropriate 
resource will need to be found. Whenever feasible, the special re- 
habilitation centers serving this type of clientele in various parts 
of the country should be utilized,! There is an urgent need for 
the establishment of additional centers of this kind; however, it 
is hardly feasible to set them up in every State, regardl<iSS of size 
of population. The counselor who sees no more than 50-75 deaf 
clients per year would be advised to refer appropriate cases to 
these outside resources and carry the cost of transportation and 
maintenance for the sake of a more comprehensive evaluation. 

Most of the rehabilitation centers presently serving deaf clients 

* Title I provides increased support for the P-L. 89-313 program for the 
handicapped. Under the Elementary and Secondary Education Act of 1965, 
"State agencies will receive a maximum grant for the children they are 
educating through state-operated or supported schools. In fiscal 1968 this 
amendment will provide , , . additional funds for new personnel, instructional 
materials, and other programs," 

Title III earmarks 15 per cent of the $30 million available July 1, 1968, 
to support "innovation and implementation of the newest in educational 
methodology related to education of the handicapped," 

Title VI "authorizes participation of children *on Indian reservations , , . 
in its grants-to-States program for improvement of education of the handi- 
capped," Also, "the program for research and related purposes in education 
of the handicapped was extended and expanded to include authority to con- 
duct research and to award contracts for research, in addition to the grants 
which previously had been awarded. 

(Quotations are from New and Expanded Pvogra^i-^ for Education of 
Handicapped Children Authorized in 1067, a pamphlet issued by the Bureau 
of Education for the Handicapped, U.S. Office of Education, Department of 
Health, Education, and Welfare, 7th and D Streets, N,W., Washington, 
D.C, 20202.) 

t A listing of rehabilitation centers serving multiply disabled deaf clients 
can be found in Appendix A. 
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are conducted along the same general lines as a pilot research and 
demonstration project undertaken in Lansing, Michigan, during 
1961-65, This project was administered within the already exist- 
ing Michigan Association for Better Hearing, An inter-discipli- 
nary team included instructors specially selected for their skill in 
communicating and working with low-verbal deaf persons, 
agency personnel who had received short but intensive training in 
this area, and outeide consultants. Clients were referred to the 
project from various sources. The psychologist was responsible 
for obtaining social, psychological, and educational background 
information on each client prior to admission and for the initial 
assessment of client intelligence,* 

An evaluation profile was drawn up on each client, based on 
both objective and subjective data obtained over a period of time. 
Initial subjective data included observation of social responses, 
emotional stability, language facility, and so on. Objective data 
from tests included reading achievement, writing ability, manual 
communication skills, and other measurable aptitudes. The profile 
thus developed served to guide the counselors in their handling of 
each case. 

Services provided include group counseling, work experience, 
and instruction in language and communication, daily living ac- 
tivities, occupational information, and job adjustment. This pre- 
vocational training was aimed at preparing clients for on-the-job 
or trade school training or for direct placement. Work evalua- 
tions made during the course of the program seemed to be good 
indicators of individual ability and vocational success (10), 

The rationale for selection of an appropriate facility or center 
will depend on the following possible client needs in terms of 
available services and therapy: a multi-disciplinary team ap- 
proach; treatment in a sheltered environment; group living expe- 
rience; highly specialized training and/or corrective resources; 
removal from his present environment and provision of an envi- 
ronment offering different peer, supervisory, or other influences. 

Techniques 

As with all rehabilitation clients, the comprehensive evaluation 
of a deaf client begins with a physical examination. It may be 
necessary for the counselor to arrange for an interpreter to be 
present at the examination, and this contingency has been pro- 



* This pi-oject accepted only male clients of average or superior intelli- 
gence as tested on performance scales. Other centers do not necessarily 
make the same restrictions. 
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vided for by P.L. 89-333, which permits the pa^onent of fees for 
such services with federal funds. 

The comprehensive evaluation will include an audiometric ex- 
amination and an assessment of the client's communication skills, 
oral, mai.ual, or written. The feasibility of auditory training 
and/or speech and lip reading* therapy may arise, but the counse- 
lor should proceed cautiously in following up recommendations 
for such training, since it is appropriate in only a limited number 
of cases. 

In psychological assessment the counselor must rely on the 
skill of the psychologist he chooses. Since each psychologist has 
his preferred tests and methods and since communication 
methods often affect diagnosis of the deaf person, results may 
vary widely. If no psychologist experienced in working with deaf 
persons is available the counselor will need to make a careful 
choice. Among t!ie specific tests the psychologist might use are 
the Thematic Apperception Test, the Weschler Intelligence Scale 
(Adult and Children), the Nebraska (Hiskey Non-Verbal) Test 
of Learning Aptitude, the Leiter International Performance 
Scale, the Ontario School Ability Examination, the Bender Ges- 
talt Visual Motor Test, the Crawford Small Parts Dexterity Test, 
the Rorschach Ink Blot Test*, Ravens Progressive Matrices, the 
Geist Picture Interest Inventory; Deaf Form, Males. The per- 
formance sections of the U.S. Employment Service's General Ap- 
titude Test Battery are valid indicators of functioning ability but 
the general, verbal, and number scores often cannot be accurately 
obtained. These tests will provide clues as to the client's self-im- 
age, organic brain dysfunctions, and learning capacity as well as 
intellectual ability and emotional adjustment. The counselor 
should press for a battery of tests to cover personality, since sin- 
gle performance tests now in use do not give an adequate picture 
of mental ability and adaptive behavior in the deaf person, espe- 
cially one with multiple disabilities. Evaluation of psychological 
tests for deaf persons is available elsewhere in the literature (3). 

In assessing the results of tests, especially those related to vo- 
cational interests and potential, the counselor should be concerned 
with more than paper tests. It is possible that the client needs 
more information on the choices open to him before he can reach 
a realistic decision. Limited knowledge and experience results in 
unrealistic goals for many deaf individuals. 

Evaluation will also include an in-depth study of the client's so- 
cial history by a social worker or an assigned counselor. This 

* Clinical usefulness of Rorschach Test findings depends on rapport be- 
tween subject and tester; hence, sufficient communication for good rap- 
port is essential if this test is used. 




study will incorporate information about his family, school rec- 
ords (including those on behavior, which should be used mainly 
for comparative purposes), personal factors (appearance and at- 
titudes), social activities and associates, community adjustment, 
and interests to be developed, such as hobbies and his relationship 
with the opposite sex. 

Top:ether with the data on vocational backprround and goals, this 
information will serve as the basis for determining remedial 
treatment or counseling, or it will help in choosing the type of 
training and the situation for it. 



TRAINING 

Social Adjustment 

In order to achieve maximum rehabilitation, the deaf client, 
and particularly the multiply-disabled deaf client, may first re- 
quire help in changing many aspects of his behavior. Across-the- 
dc?k counseling alone cannot be expected to effect the needed 
change. Change is more likely to be realized through a program 
of structured experiences designed especially for the purpose of 
adjustment, both social and personal. Training is most easily ac- 
complished within the rehabilitation centers. The counselor work- 
ing alone may initially need to delegate much of the work to 
foster parents or to volunteers from both hearing and deaf com- 
munities. 

Social adjustment training" may usually be initiated prior to a 
program of vocational skill training but often may also need to be 
provided concurrently with the skill training. The goals of adjust- 
ment training services are to assist the client in reaching his peak 
of acceptable .social and personal behavior and to raise his level of 
self-esteem in order to develop improved patterns of social and 
vocational behavior. With each client, the counselor responsible 
for training must decide what behavior is to be encouraged and 
what discouraged, and he must guard against unknowingly rein- 
forcing negative behavior patterns. 

An adjustment training program is not likely to be effective if 
the facility coun^'.elor's caseload of clients numbers more than 20. 
Ideally, he should serve no more than 10 such clients at any one 
time. Close work with the client and coordination of staff efforts is 
a requirement for success. After good rapport has been established 
with the client, it must be maintained by ensuring that he, as 
well as staff personnel, is aware of progress made. This is 

* The most effective training procedure is the Adjustment to Daily Living 
program outlined in a later section (p. 43). 
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especially true of the deaf client, who does not readily obtain 
information. The counselor should make every attempt to ob- 
tain the client's cooperation in establishing]: shoi't term and long 
range expectations for a step-by-step series of training goals. It 
should be emphasized that structuring the client's experiences 
does not mean total manipulation of the client. Some permissive- 
ness will enable him to utilize his intei'nal resources to adapt to 
the structured environment, which will often be therapeutic in it- 
self so that the client can improve in many areas of behavior with 
little supportive assistance. 

The graph below was developed in the rehabilitation program 
for the deaf at the St. Louis Jewish Employment and Vocational 
Services. It illustrates the significance of both social and voca- 
tional behavior in determining readiness for employment. 
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Vocational Behavior 



1. Upward movement along line A represents improved social 
behavior. 

2. Movement to the right along line B represents improved vo- 
cational behavior as noted in a workshop settint?. 

3. Progress to area C is to be achieved through adjustment 
training services. 

Among the services and techniques that will contribute to im- 
proved social behavior are: development of the client's communi- 
cation abilities and provision of other treatment and restorative 
services as needed to raise his self-esteem; structured activities 
for initially limited and then progressively greater degrees of re- 
sponsibility use of therapeutic devices such as group counseling 
and role playing; use of visual-aid media, including loop-film 
(one-concept) movies illustrating acceptable and unacceptable be- 

* A task .should never be beyond the capacity of the client. Success at each 
level of adjustment is part of the therapy. 
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havior in others ; and candid photographs and videotape replays 
to allow the client to observe his own behavior, (For information 
as to the availability of visual media and equipment write to 
Media Services and Captioned Films, U.S. Office of Education, 
Department of Health, Education, and Welfare, 7th and D 
Streets, S.W., Washington, D,C. 20202.) 

Pre-Vocational Training 

Pre-vocational training programs for the deaf are available in 
a number of rehabilitation centers. The programs aim at leading 
the client to the highest possible skills such as essential communi- 
cation, traveling in the community and following through to the 
formation of acceptable work habits. Work conditioning, that is, 
building up a physical and psychological tolerance for sustained 
work, is achieved by the provision of routine tasks such as pack- 
aging, assembling, collating. Adjustment training is extended 
here to include the development of proper and acceptable peer 
and supervisor relationships in the shop. 

The counselor concerned in this phase of rehabilitation must 
work closely v»nth workshop personnel and have realistic goals 
for his client. He must accept the possibility that this will need to 
be a long-term program and realize that some clients may never 
be able to work competitively. 

Vocatianal Skill Training 

Skill training may involve an on-the-job program, a local reha- 
bilitation facility, a local trade or business school, regional cen- 
ters where training is offered, or some form of college training. 
The counselor dealing with a large number of deaf persons will 
need to explore the various resources in his community and in the 
nation and evaluate their effectiveness for his clients. Rehabilita- 
tion centers will normally include a recommendation for training, 
if advisable, in their evaluation report and will usually undertake 
to arrange for or provide such training. 

The needs of multiply disabled deaf persons will vary so 
greatly that generalizations are impractical. Special considerations 
for clients with the types of secondary disabilities under discus- 
sion are set out in the separate sections. 

PLACEMENT 

The counselor who handles his own placement services will be 
familiar with the customary sources of employment leads in the 



community. These include the State employment service, govern- 
ment programs at various levels, all tax-supported agencies, and 
previous DVR-employer contacts. The client's parents, local hos- 
pitals, and various sheltered workshops may also prove helpful. 
For the deaf client the counselor might usefully investigate open- 
ings in Federal Civil Service programs for the severely disabled 
(non-appropriated funds) and the possibility of similar programs 
being set up by county officials. Assistance in locating and devel- 
oping jobs may also come from employ-the-physically-handicapped 
committees (governor's or mayor's committee). 

Development of job opportunities is largely a matter of public 
relations. Counselors need to schedule time for this sort of field 
work. Publicity spots in various media may be secured; tours of 
service facilities for multiply disabled people can be organized for 
reciprocal learning. (although these may backfire if some individ- 
ual employers develop negative reaction to the disabled persons 
they see). On-the-job training can be a lead to placement. A sur- 
vey of deaf persons in the area will secure a list of employers who 
have hired deaf persons and may thus be receptive to hiring mul- 
tiply disabled deaf clients. From such a Vr.t it is possible to de- 
velop industry personnel staff and a wide variety of industry re- 
sources. A person with trade or industrial experience may possi- 
bly be able to see opportunities not previously considered for the 
multiply disabled applicant. 

In some situations a placement officer will assist in, or assume, 
placement responsibilities ; in such cases the counselor and place- 
ment officer must be in close communication. A gap sometimes 
exists between the person or persons who have trained a client 
and the person responsible for placement. Here again communica- 
tion is vital among the professionals serving a client. 

Development of job opportmities may be fruitless, however, if 
the client is not properly pre))ared for placement. This means not 
only that he should have received the maximum possible adjust- 
ment and vocational training but that he should be ready for the 
initial encounter with the employer and the problems that may 
arise early in employment. He may need coaching in appropriate 
replies to application questions, or a sheet of paper on which his 
vital statistics and other pertinent information are set down. 

The counselor should be aware of the psychological impact of 
difficulties in communication between deaf persons and their 
hearing supervisors or co-workers. If he is able to understand 
that frustration expressed by the hearing persoL may be no more 
than a reaction to embarrassment and uncertainty, he will be 
better able to assist in overcoming the awkwardness. 

The employer who has not previously encountered a deaf per- 




son will usually need some orientation. He should have some in- 
sight into the client's communication problems, including the 
reciprocal responsibilities he shares with his communicant in es- 
tablishing an effective communication method (for example, com- 
munication with a deaf-bliiid pei'soii is tactile). 

in presenting: the nuiltiply disabled deaf client to the employer, 
abilities should be emphasized and disabilities minimized to a 
point consistent with honest presentation. Placement might use- 
fully be preceded by an evaluation of the attitudes toward various 
handicaps of the people in the work setting, employees and cus- 
tomers as well as employers. It will be helpful for the counselor 
to assure the employer he will assist in orienting the client to the 
job and that he will be on call as needed. 

There are certain subsidiary activities which tend to insure and 
suppoi't proper placement. The counselor should cultivate infor- 
mation exchanges with supervisory personnel and fellow workers 
of the client. Mousing is an important consideration for effective 
placement. Halfway houses may be available as a resource or as- 
sistance may be secured from unions, neighborhood youth centers, 
or youth opportunity centers. Schools for the deaf may, in some 
instances, be in a position to offer assistance in providing or locat- 
ing housing. Housing is related to transportation. Where does or 
will the client live in relation to the place of employment? What 
means of transportation are available? Relocation of the client\s 
living area may be a prerequisite to employment. Relevant to 
these problems ai*e those of food, recreation, social environment, 
and access to friends. The approach in regard to these elements 
should be to prevent them from creating problems so great as to 
interfere with job performance. 

Points to be kept in mind for successful placement procedures 
are: 

Proper preparation and study of the ch'ent. 

Proper organization of community resoui'ces. 

Proper orientation of both client and employer. 

A realistic approach to cost. 

Don't fo!-get communication — ever ! 

Realistic ])lanning and good .staffing. 

Obtain feedback for use in future work. 



FOLLOW-UP* 

The goals of follow-up with multiply disabled deaf persons 
should be dual: the usual goal of insurance of suitable employ- 



* The various discussion groups* conclusions about follow-up have been 
consohdated in this sing-le section because the findin^^s are applicabh-* regard- 
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ment and a further, concurrent goal of maintenance and improve- 
ment of social and emotional adjustment, The aim should be pro- 
ductive and eftecti ve li vi ng~thr6TrgK helping~the c improve 
his general capacity to function vocationally and socially (7). 
Such follow-up should occur not only after a placement in work 
but should be a concurrent activity throughout the rehabilitation 
process. 

Follow-up must include also an evaluation of how the client is 
adjusting to the community as well as to the job. It must also be 
remembered that the counselor is working with the client within 
a family relationship and must consider them as well as him. 

Vescovi expresses the concept of follow-up as: 

This is another way of saying that, if we are I'eally inter- 
ested in helping change for the better the behavior of the 
multiply disabled deaf client we should be ready to follow 
up each service given him, e,g., after a specific diagnostic 
test or exam, after one — or more, depending on each client's 
situation — counseling or tutoring session, and during differ- 
ent phases of personal adjustment, prevocational, vocational, 
and on-the-job training (11). 

Such follow-up serves to determine if the services have caused 
new learning to take place in the client, his family, other persons 
close to him, and other systems that may have a significant claim 
on him. Tt also serves to reinforce the positive changes which in- 
hibit negative reactions. It gives reassurance and security to the 
client to know that the counselor is truly interested in him. 

Concurrent follow-up is often the only feasible approach to 
working with multiply disabled deaf clients. They are frequently 
"overly dependent, Immature, inexperienced, fearful, and it may 
be added, resistant to change/' (11) Hence the rehabilitation proc- 
ess may require radical changes in self-concept and behavior. 
Hampered by underdeveloj^ed personal and social skills, the mul- 
tiply disabled deaf client will often be faced with crisis situations. 
It is not likely either that multiply disabled persons, who often 
have been conditioned by people doing things for them., will face 
up to or resolve these crises. Thoy will look to other people to 
handle crises, or they may withdraw from them. The good coun- 
selor will be available to help when needed, but he also will en- 
deavor to build up the self-concept of his client. He must allow 
the client to do what he is capable of doing. As the client pro- 
gresses, the counselor will do less, but with the client's limitations 
in mind, too. 

less of what the secondary disability might be. The follow-up technique is 
similar for any deaf per.son; its variation for the different disabilities will be 
a mattter of decree and of the elements of the situation. 




Fpllow-up with the multiply disabled deaf client also will be 
more necessary because 

The multiply handicapped deaf are a devalued group. Their 
physical and mental disabilities and functional deficiencies 
are highly visible and often cause them to be rejected by their 
own families, by other deaf people (the more competent), and 
by society at large. (11) 

And, it may be added, by non-deaf persons having the same sec- 
ondary disability. 

Because multiply disabled deaf clients require extended evalua- 
tion, services, and follow-up, funds for this type of service are 
available under Public Law 89-333. The counselor and the eval- 
uative agency should i?ivestigate this source of support. 

Situational Procedures 

One view that may be taken of follow-up is in relation to the 
social situations or institutions in which the client is placed. 

Concurrent follow-up may be especially effective while the 
client is still in a school or class for the deaf. Follow-up services 
at such a time reach their greatest value to client, family, and 
school. The client is then young and more malleable. 

Concurrent follow-up is of especial value to institutionalized 
multiply disabled deaf persons, faced as they are with the threat 
of complete isolation. The counselor then becomes liaison for the 
client with family, friends, the deaf community, service ageacies, 
and former and future employers. Intensive follow-up of hospital 
and post-hospital services will make the transition back to com- 
munity more rewarding. 

When a client is being served by an evaluative workshop, the 
counselor follows up in order to evaluate the services being pro- 
vided. He should act as a feedback to the evaluators of the results 
of their procedures and recommendations. Finally, the counselor 
must help to determine when the client is ready for a move into 
training or placement. 

When the client is in a sheltered workshop, the counselor can 
follow up by encouraging the worksht)p to make use of profes- 
sional staff and other resources to help the client in the adjustive 
process. The counselor should make continuous check on the pos- 
sibility of client movement to a higher work setting. 

Placement in either type of workshop does not mean that the 
counselor's work is done and follow-up is unnecessary. 

Finally, there is vocational follow-up, insurance that suitable 
employment has been obtained. Counselor services should be 
available on a pre-orisis basis to avoid possible unnecessary re- 
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missions. Employer education should be maintained on a contin- 
uous basis. With a multi])ly disabled client the counselor must 
draw a fine line between challenge beyond the client's limited ca- 
pacity and overprotection that dulls growth and adjustment. Par- 
ticuhrly in follow-up the counselor must beware of underemploy- 
ment. Many times the underemployment will not become apparent 
until some time after the client has been placed, due to his growth 
as he works at that job. The first, or even second, enb-y level 
should not be considered as the final level of employment, Fol- 
low-up should also include reassessing the jobs in a particular 
plant in accord with the rapid changes occurring in modern in- 
dustry. 

The counselor should ask the employer of his multiply disabled 
deaf client to inform the agency office if another similarly handi- 
capped person applies for work there. Ther counselor may be 
aware that the applicant possibly represents a danger to the job 
of the client already placed and to the employer's image of 
workers with similar disabilities who might later be appropriate 
for job openings. He should be alert to problems created by 
groups of deaf people in the same plant. Successful placements 
can open doors to more placements and an unsuccessful one can 
close the door. 

Counselor Responsibilities as a Function of Time 

The usual 30-day foilow^-up is insufficient for deaf clients, even 
less sufficient for multiply disabled deaf clients. Thi-ee months 
should be considered the absolute minimum; perhaps one year 
would be realistic with multiply disabled deaf persons. Actually 
. -> time limit can be stated as the amount of time the counselor is 
lo spend on a case. He must decide when to close the case, be it 
with a steady job or with transfer of the client to another agency, 
i.e., a church, welfare agency, social service, or the like. 

There is a periodicity to the counselor's follow-up activities. In 
the initial period he will be concerned with such social adjust- 
ments as residential living changes and jnodifications, transporta- 
tion, evidence that the client is not reacting constructively to the 
stresses of the new situation. At this time, the counselor will be 
interested in the quality and quantity of the client's work, his ori- 
entation to general work conditions and to the physical environ- 
ment, architectural barriers, and the like. Also of concern will be 
the provision of ])ertinent information about the client to the em- 
ployer and, importantly, the establishment of communication be- 
tween the client and supervisors and fellow workers. 

As a continuing responsibility, follow-up looks to the client's 



social and vocational adjustment and growth. The counselor may 
help to introduce the client into the deaf community and assure 
that continuing family aid is available to the client for his best 
adjustment. The counselor may also be called upon to assist the 
client in fulfilling his responsibilities x*egarding taxes, unions, in- 
surance and in planning for such needs as medical care, driver 
training, car purchase, emergency situations. The client may also 
need help in relations with supportive elements in the community 
(landladies, ministers, social agencies). The counselor needs to 
maintain as much employer contact as the individual client situa- 
tion requires and the job site allows. He must transmit to the em- 
ployer needs which the employee cannot himself express ; he must 
also be alert to assist in vocational upgrading of his client. 

Over the long run, social follow-up entails the client's contin- 
ued progress toward independence and absorption into the gen- 
eral and deaf communities and the work community. Included in 
this responsibility are preventive mental health measures that 
will assist the possible gradually deteriorating client to return for 
professional regenerative services through the rehabilitation proc- 
ess. As regards the vocational scene, the counselor needs to be 
aware of potentialities of the client's present job for future em- 
ployment — i.e., is the job relatively stable or more likely to be 
transitory? Also is the client himself relatively sound physically 
or will anticipated physical deterioration diminish vocational 
skills? The counselor needs to be aware, for future planning, of 
the image the employer is developing about deaf people in gen- 
eral. 

Personnel and Resources in Follow-up 

The counselor need not do all of the follow-up himself; support- 
ive personnel in the community where the client is working can 
assist with the time-consuming routine work of follow-up con- 
tacts. Deaf persons can provide supportive environment and ease 
the communication difficulties of language-deprived clients; serv- 
ice-motivated hearing persona can be trained for volunteer as- 
sistance. Registered interpreters should be recognized as impor- 
tant liaison persons between deaf and hearing individuals and 
groups. Social workers and religious workers can be helpful by 
providing around-the-clock crisis service. Finally, established 
and experienced counselors for the deaf can be of great assistance 
to new workers in the field. 

The counselor serves as a recruiter, promoter, and coordinator 
of the various community resources for the task of follow-up. He 
should establish a systematic identification of all available service 
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organizations. He must coordinate their activities on behalf of his 
clients. For example, part of this coordination lies in keeping all 
those who are interested in a particular case (referring agencies, 
training facilities, professional people, and so on) advised as to 
the progress of the client — not just notification of closure but ade- 
quate follow-up information. 



Follow-up with Multiply Disabled Deaf Persons 
and Less Handicapped Deaf Persons 

Vescovi has expressed very clearly the difference in follow-up 
needs of the more competent deaf person and the one who is deaf 
and multiply disabled: 

Do follow-up procedures for the **normar' deaf differ from 
those needed for the multiply handicapped deaf? The ques- 
tion is, of course, academic, as would be any question which 
refers to the normalcy or non-normalcy of the deaf. The 
question is raised here and dealt with only briefly. 

What interests us primarily is the fact that some deaf 
people have multiple problems in living and in self-regard 
and cannot cope with them effectively. They either have 
never learned to or have not learned to do so well enough. 
They must be helped to learn or re-learn how to cope effec- 
tively within their capacities. With the multiply handicapped 
deaf, then, follow-up must be an intensely involved relation- 
ship between the multiply handicapped deaf and counselors 
and other staff who undertake to *'teach him." It is also an 
am.eliorative and adjustive service. 

On the other hand, there are deaf people vvho may have 
multiple problems in living and in self-regard that are of 
much less intensity and frequency than those of the multiply 
handicapped deaf. They are not affected as deeply because 
they are not threatened as often or as deeply. Hence they 
can cope with these problems with less effort (provided they 
do try) and more success. Follow-up with them is only mini- 
mally ameliorative or adjustive but should stress support, 
encouragement, and guidance, (11) 
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CHAPTER 2 



Tke Mentally Retarded 

IDENTIFICATION 

Mental retardation may be described bi'oadly as "an inadequacy 
of c:eneral intellectual functioning which has existed from birth 
or childhood." (4) On the most commonly used tests of general 
intelligence, an arbitrary cut-off point equivalent to a test score of 
about IQ 84 is .set, and the individual scoring below this point 
comes under considenttion for possible retardation. It has been 
recognized, however, that current tests of general intelligence do 
not predict with full accuracy the level of a person's adaptivt^ be- 
havior. Since *'it is the deficiency in adaptive behavior, not a sub- 
average test score, which draws society's attention to an individ- 
ual and creates a need for social or legal action on his 
behalf . . . the official definition of the American Association of 
Mental Deficiency requires that a suspicion of mental retardation 
established on the basis of measured intelligence be confirmed by 
a clinical judgment as to the individual's actual adaptive behav- 
ior." (4) 

Adaptive behavior is considered adequate at the adult level if 
the person is able to maintain himself independently in the com- 
munity or to meet basic performcmce standards in employment 
when presented with the opportunity to do so. "In practice, few 
persons near the cut-off point in measured intelligence are diag- 
nosed as mentally retarded inasmuch a? their adaptive behavior 
is not called into question. As measured intelligence becomes 
lower, increasing percentages of persons are identified as men- 
tally retarded/' (2) Current usage favors a classification in terms 
of four levels of impairment in adaptive behavior; mild, moder- 
ate, severe, and profound. Only individuals at the fourth level are 
considered incapable of any kind of productivity whatsoever. 

Kirk has expanded upon this definition in terms of potentials 
for training: 
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a. The Slow-Learning— Those who are not considered mentally 
retarded because they are capable of achieving a moderate 
degi-ee of academic success even though at a slower rate 
than the average child They are educated in the i-egular 
classes without special provisions except an adaptation of 
the regular class program to fit slower learning ability. At 
the adult level they are usually self-supporting, independent, 
and socially adjusted, 

b. The Educable Mentally Retarded— Those who, because of 
slow mental development, are unable to profit to any great 
degree from the programs of the regular schools, but who 
have these potentialities for development: (1) minimum 
educability in reading, writing, spelling, arithmetic, and so 
forth; (2) capacity for social adjustment to a point where 
they can get along independently in the community; and 
(3) minimum occupational adequacy such that they can 
later support themselves partially or totally at a marginal 
level. The term "educability" then refers to minimum educa- 
bility in the academic, social, and occupational areas, 

c. The Trainable Mentally Retarded— Those who are so sub- 
normal in intelligence that they are unable to profit from 
the program of the classes for educable mentally retarded 
children, but who have potentialities in three areas: (1) 
learning self-care in activities such as eating, dressing, un- 
dressing, toileting, and sleeping; (2) learning to adjust in 
the home or neighborhood, though not to the total commu- 
nity; and (3) learning economic usefulness in the home, a 
sheltered workshop, or an institution, 

d. The Totally Dependent Mentally Retarded— Those who, be- 
cause of markedly subnormal intelligence, are unable to be 
trained in self-care, socialization, or economic usefulness, 
and who need continuing help in taking care of their per- 
sonal needs. Such children require almost complete super- 
vision throughout their lives since they are unable to sur- 
vive without help. (5) 

The definitions above refer to the diagnosis of mental retarda- 
tion in persons with normal hearing. Where the deaf client is con- 
cerned the vocational rehabilitation counselor will need to be even 
more cautious in making an initial identification of mental retar- 
dation. It may be difficult for him to distinguish between educa- 
tional retardation and basic mental retardation. He may also be 
misled by the poor speech and inadequate spoken or v/ritten lan- 
guage of his client. In general, where retardation is suspected the 
counselor is well advised to seek professional diagnosis. However, 
the difficulty of obtaining an accurate evaluation is compounded 
by the lack of diagnosticians trained in working with deaf per- 
sons. The client's inadequate communication skills may often ad- 
versely affect the diagnosis; on the other hand, he may be rated 
higher than expected when tested under conditions of optimum 
communication. 
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The counselor should also be cautioned against assuming that 
normal intelligence is present where a client has been graduated 
from a school for the deaf. He may find, too, that deaf individuals 
graduating from special classes in the public schools may have 
exaggerated ideas of their own educational achievement. A cli- 
ent's ability to communicate through hearing and speech may dis- 
tract the counselor from an underlying retardation problem. « 

For the school-leaving deaf client, the counselor can be fairly 
safe in assuming mental retardation if test scores are accompa- 
nied by the evaluation of a good teacher. The problems of testing 
deaf clients are discussed on pages 19-20; a list of tests com- 
monly used is included there. 

Besides finding mental retardates among referrals from schools 
and classes for the deaf, counselors may be alert to the possibility 
of discovering mentally retarded deaf clients: 

In the drop-out lists 

Many schools for the deaf dropouts may be mentally re- 
tarded, 

1)1 schools for the mentally handicapped 

Deafness may have been overlooked or minimized among 
pupils at public or private schools (day or residential) for 
the mentally handicapped. 

In the institiitiovs 

Deaf patients are often misdiagnosed and placed in insti- 
tutions. The counselor could encourage periodic reevaluation 
of deaf institution inmates by the staff for referral to pro- 
fessional personnel. He should be particularly aware that 
poor adjustment in an institution does not necessarily pre- 
clude good adjustment in the community; conversely, the 
individual who is well adjusted by institutional standards may 
have great difficulty outside, 

Amoncj deaf persons diagnosed differently 

Emotional and other problems may obscure retardation. 
Clues that may lead the counselor to suspect retardation where 
no test scores are available include a sketchy language pattern 
(whether manual or oral) ; the client's being in a manual setting 
although his audiogram suggests hearing ability and potential for 
speech; the nature of the client's association with his deaf peers 
(probably very limited or superficial). Where the family of a deaf 
client has moved him from school to school and later contacted 
several different agencies or where the family relationships are 
poor, mental retardation may be a factor. 

Other agencies in the community serving , mentally retarded 
deaf persons may provide j-eferrals. A public relations program 
could help the counselor contact such agencies. More importantly, 
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it could help to eradicate the stigma attached to persons with this 
dual handica]). 



EVALUATION 

The counselor must realize from the start that working with a 
mentally retarded deaf person will be more time consuming than 
with the ordinary rehabilitation client. It is anticipated that after 
the counselor has interviewed a large number of mentally re- 
tarded deaf persons, he will find that many of them have other 
handicapping conditions as well. There might be a whole complex 
of problems. 

Even if the client can be enrolled in an evaluation center, It 
would not be realistic for the counselor to expect as many clo- 
sures when dealing with deaf retardates as he would with less 
handicapped individuals. Extended evaluation will be needed, and 
Federal funds are earmarked for this purpose,'** The counselor's 
superiors should normally be aware of this and support him by 
relieving any pressure to attain a specific number of closures. 
Counselors may, in fact, be induced to accept mentally retarded 
deaf clients by a reduction in their total case load. 

Practices and Procedures 

The initial interview with a mentally retarded deaf person 
should focus on information to be gained concerning the client. 
The client must be made to feel that the counselor is vitally con- 
cerned about his problems and his self concept. He should be en- 
couraged to talk about himself, and be assured of the counselor's 
attentiveness. As a rule, the mentally retarded deaf person will 
have been told what to do and what is good for him, and thus will 
be exceptionally dependent. 

It is completely logical to assume that mentally retarded deaf 
persons are not receiving adequate examinations due to their lack 
of language facility. For example, in physical examinations the 
client may be unable to describe his ailments; in optical examina- 
tions he may not be able to communicate vision deficiencies; in vo- 
cational evaluations the client may have no knowledge of the 
kinds of jons that are commensurate with his abilities and limita- 
tions. The counselor will need to ensure that adequate interpreta- 
tion is provided to assist in the rehabilitation process.f 

* Public Lnw" 81J~•^'^3 provides .for evaluation periods of up to 18 months, 
t Public Law 89-333 provides for interpreters for deaf people as a rehab- 
ilitation service. 
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Apart from this, the process of rehabilitation of the deaf retar- 
date is similar to that used with the non-deaf. The counselor will 
need to make certain assessments, including how severe the cli- 
ent's limitations are, what assets he has, where he should be 
placed for evaluation and training, and where and when he 
should be placed for work. The counselor continues to be the key 
person in the total process and must work with the client and his 
family in determining a course of action — a vocational objective. 

Communications experts for multiply disabled deaf persons are 
available at the evaluation centers listed in Appendix A, The 
counselor with limited manual communication skills will usually 
prefer to enroll his client in such a center, which will then pre- 
sent him with the information necessary for further action. It 
will be the counselor's responsibility to decide whether or not to 
make use of an evaluation center and how to use the reports that 
are submitted. 

Once the counselor is acquainted with the various centers he 
will be able to choose the center best suited to the needs of his 
individual deaf retarded client. In determining these needs, he 
should be guided by his observation of the client's personality and 
background. Is he exceptionally shy or withdrawn? Does he dis- 
play passivity and lack of interest in his surroundings? Are his 
communication skills severely limited? What personal and social 
problems are indicated? For example, how well is he accepted by 
his family? What previous vocational successes or failures has he 
experienced? The answers to the above will need to be checked 
against the entrance conditions and services offered by the differ- 
ent centers. Evaluation at a center may have its limitations in 
certain cases. 

Because of the overprotection often given to the mentally re- 
tarded deaf person, there may be some resistance from the client 
or members of his family towards enrollment in a center. It will 
be part of the counselor's task to help them see the need for the 
information that can be obtained. 

Where evaluation services for the deaf are not readily availa- 
ble, or where the client is considered too handicapped for enroll- 
ment at an out-of-town evaluation center, the counselor will need 
to take much more initiative in effecting evaluation. He should be 
prepared to see the client more frequently than he would a less 
handicapped individual, and to continue counseling over a longer 
period. It may be that a sheltered workshop will be a first step 
towards self-realization for the client and his family. The counse- 
lor may wish to approach private employer^ who are sometimes 
willing to provide on-the-spot evaluations. 

The counselor can use local specialists in mental retardation to 
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assist him in dealing with the client, A resource person from this 
area could work in conjunction with a specialist in the area of the 
deaf to help the counselor in planning individual programs. He 
can also use the local, State and national organizations concerned 
with mental retardates. Much free service and advice is available 
at the local level to help the counselor. The names of organiza- 
tions or resource persons are generally readily obtainable. Some 
States also have a resource manual describing the services of cen- 
ters, workshops, and other facilities that the counselor might use. 

The Developmental Evaluation Center at Central Colony in 
Madison, Wisconsin, is an example of the kind of resource pro- 
gram that might be utilized. Here, extensive evaluations are made 
by means of a multi-discipline approach, A method of evaluating 
clients by using video-tape has been evolved; the client is taped in 
his initial performance of specific tasks, behavior modification is 
then attempted, and performance is retaped at a later date. This 
enables an accurate evaluation of adaptability and flexibility to be 
made. The Wisconsin facility is adult-client oriented and is specif- 
ically for the mentally retarded. Up to this time it has not been 
used for deaf persons. The counselor might usefully encourage 
administrative exploration with regard to the establishment of a 
similar center in his State, if none exists. 

As previously noted, there is a severe shortage of psychologists 
who are adequately trained to evaluate deaf persons. The problem 
is intensified when the person to be tested is also retarded. At 
present there are only three training centers for psychological eval- 
uators of the deaf in the nation. The growing numbers and de- 
mands of multiply handicapped deaf persons make expansion of 
such pi'ograms imperative. It is suggested that where no suitable 
diagnostician is available the counselor might interest a local psy- 
chologist in working with deaf clients. Such a person could then 
avail himself of the specialized training offered at one of the 
training centers, which are located at New York University, and 
the University of Pittsburgh. (Addresses are available in 
Appendix A.) 

More can be done in staff development in the rehabilitation 
offices to increase the counselors' ability to work with a multiply 
disabled deaf clientele. Members of the local deaf community 
could be used to teach .manual communclation to the staff, and to 
give the staff more insight into problems associated with deaf- 
ness. Local and State associations for the deaf can provide the 
counselor with information on services available to deaf retar- 
dates. The Council of Organizations Serving the Deaf* and the 
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National Association of the Deaff willl also be able to supply in- 
formation on special services available at the State and national 
levels. 

The TOWER Evaluation System 

The TOWER system has been found useful in evaluating deaf 
persons, including retardates. It has been used, notably in Tennes- 
see, with clients who are more severely handicapped. The system 
is an objective evaluation of work skills based on the use of work 
samples. 

In setting up these work samples, local industries can be uti- 
lized. A specific sample is obtained and questions are asked of in- 
dustrial personnel as to the evaluative quality of the work; e.g., 
Why is this a superior or inferior piece of work? What amount 
of time is required to produce it? From the answers so these and 
other questions a work sample is built. If reading is necessary 
during the production of an item then reading is built into that 
particular work sample. 

The TOWER test includes a variety of standardized work sam- 
ples that can be used and it can be adapted for testing various 
types of work skills. It is a flexible instrument. 

The client is given background information on the various 
tasks. If he is interested in one kind of work, he is cried out and 
his efforts are measured and compared against commercial stan- 
dards. It has been found effective to have the client live away 
from the school or agency and come to **work" daily while he is 
being tested. 

Because of its applicability to local conditions this system helps 
in public relations with local industry. It makes employers aware 
of multiply disabled persons in the community and also serves to 
train these persons in locally-needed industrial skills and prac- 
tices. Since mentally retarded persons are capable of certain types 
of industrial jobs and learn best from repeated and simplified ex- 
perience, this system is a useful, if limited, tool in the evaluation 
and training of deaf retarded clients. A more detailed description 
of the system and its use with deaf persons is available. (8) 



TRAINING 

How do programs for training deaf retarded persons differ 
from those for non-deaf retardates? The major difference is in 
the means of communication used. Current programs for the 

t905 Boiiifant St., Silver Spring, Md. 20910 
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non-deaf retarded emphasize instruction through the spoken 
word and minimize the need for reading and writing. With deaf 
retardates, communications skills are generally so limited that 
even the language of signs is insufficient for establishing rapport 
in the initial stages. Often, vocational training will need to be 
postponed until the client has, through the development of im- 
proved self-awareness and empathy, achieved more meaningful 
communication with the training personnel. This improved skill 
must then be used as a basis for more formal instruction. The 
process prolongs the training period but is unavoidable if rehabil- 
itation is to be furthered. 

Especially among long-term institution clients, the counselor 
should be alert for individuals who have been labeled mentally re- 
tarded but who are actually educationally retarded. These indi- 
viduals may begin with no apparent communication skills and in 
the initial stages of training be withdrawn and apprehensive but, 
given the right program, will suddenly emerge from their shells 
and make satisfactory progress thereafter. With these and other 
retarded clients it may be necessary to use the services of several 
agencies in a succession of steps to arrive at a positive solution. 
Evaluation and reevaluation occur at each step. 

The counselor should, in fact, be cautious about labeling any of 
his clients as retarded when considering training. It must be re- 
membered that three per cent of the total general school popula- 
tion is classified as retarded under the stringent demands of an 
academic environment In the adult population this percentage is 
smaller, owing to the number of individuals whose adaptive be- 
havior is adequate or better. It may be assumed that the same 
will be true of the deaf population, and that a large number of 
deaf persons classified as retarded by the schools will, in the com- 
munity, improve their personal and vocational skills to the point 
where they move out of the retarded classification. 

Personal Training 

For the deaf retardate, personal and social skills are more im- 
portant than vocational skills in the initial phases of training and 
in the total rehabilitation pvocessr Without them, he will be una- 
ble to retain employment even in jobs that are commensurate 
with his ability. The different centers vary in their ability to 
provide training in these skills. 

Adjustment to the community is the first stage in such train- 

* For this type of client, the most suitable training proj^rani in those skills 
is tho ADL (Adjustment to Daily Living) program referred to elsewhere 
in this manual (p. 43), 




ing. Frequently, especially with institutionalized clients, some 
kind of home placement Will be necessary. Halfway houses serve 
as bridges between instit ution s and the community; where npnje is 
available to serve the needs of his client the counselor may wish 
to encourage the establishment of one similar to those existing 
for other handicapped conditions. Foster homes have been used 
successfully in several areas. However, the counselor is cautioned 
to investigate carefully the home situation, including the stability 
of the family relationship, before making a placement. This is 
especially true where the foster family is deaf and the client will 
be more aware of what is being said. Unstable marital relation- 
ships in the foster family may threaten the client's future marital 
adjustment. Deaf persons are more like the general population 
than they are different from it and need wholesome environments 
in order to achieve their maximum potentials. 

The counselor will want to see th:\t his deaf retarded clieiat re- 
ceives training in acceptable behavior for social adjustment and 
in group living" situations. Captioned films should be available to 
help in such training. The Social and Rehabilitation Service is 
presently conducting a State by State survey of immediate and 
future needs in the area of training media, and funds based on 
State recommendations should eventually be available. 

An important part of the training prog"ram for the mentally re- 
tarded client will be introducing him to the various community 
services and agencies that he will need to use, such as the Social 
Security office, health services including hospital clinics, and so 
on. A necessary element of the total rehabilitation of such a per- 
son is the inculcation of a sense of independence by providing him 
with these community contacts. 

Social adjustment to the deaf community as well as to the com- 
munity at large should be part of the over-all plan. Counselors 
should consider buying the services of deaf persons capable of 
working with mentally retarded deaf people in developing their 
training, community, and vocational adjustment potential. 

Vocational Training 

It should be stressed again that there should be a continual re- 
evaluation of the mentally retarded deaf client throughout the 
training and counseling process, that labels should be avoided, 
and that the retarded person be given every opportunity to suc- 
ceed* 

It is best to look at the client's present functioning'^ and start 

* As indicated during the evaluation process by the TOWER or other 
systems. 
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the rehabilitative process from there. The counselor should see 
that the steps in the training process are as small as possible. In 
building up vocational skills the client should be started on small 
tasks which make up a much larger task, and he should go 
through a graduated series of assignments, from simple to more 
complex. The value of positive reinforcement should not be for- 
gotten. Even severely retarded deaf clients have been shown to 
succeed under such structured conditions. Motivation in these per- 
sons develops chiefly through being on the job, working for 
money, and associating with others as equals. If such a situation 
can be found or set up, the client will be motivated to learn job 
skills and will do so within his limits. 

In determining appropriate vocational training areas for men- 
tally retarded deaf clients, the counselor should be guided by the 
industrial potentialities of the particular community. It is more 
reasonable with this type of client to fit him to the jobs that are 
or may be available than to train him for a specific trade that 
may not be approin-iate for the time or for that geographical 
area. However, if apprentice training is desired, information and 
advice might be obtained from local. State, or national branches 
of the Association for Retarded Children, 

The federal government is a prime employer of the handi- 
capped and has special procedures for hiring the mentally re- 
tarded. Local conditions may be investigated for training possibil- 
ities. 

Some hard-to-fill jobs, such as tliose where noise is a deterrent 
to non-deaf employees, may be useful areas to explore. Studies of 
occupational status and employment often contain lists of jobs in 
which deaf persons have been successfully placed by the counse- 
lor. 



PLACEMENT 

Placement for the mentally retarded deaf client may be divided 
into community placement and job placement, since the counselor 
may need to concern himself with both ai'eas. 



Community Placement 

Reference has already been made to certain procedures in the 
home placement of clients without families of their own (see p. 
30 & 31). Whei'e clients with families need to live away from 
home in order to woi'k, it is important that each family be in- 
volved in, and understand, any arrangements that are made. 
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Tt may be part of the counselor's responsibility to investigate 
the living conditions of the boarding home or apartment iiito 
which the client moves. He will usually need to warn the home 
owner or landlord what to expect in the way of atypical behavior 
and problems. He should, at the same time, emphasize in the com- 
munity that the mentally retarded deaf person is not representa- 
tive of all deaf persons. 

It will be important for the deaf retardate to be aware of com- 
munity resources for help and for leisure time activities. In the 
community at large, a good local contact working on the lines of 
the Big Brother principle can be very useful to the counselor. 
Other resources that may be explored include the YMCA, shel- 
tered workshops, charitable organizations, and service clubs. 

Leisure time activities are an integral part of the total rehabili- 
tation process and the retarded person will in most cases prefer 
to associate with other deaf persons. Resources for the counselor, 
especially when the client is placed out of town, include the State 
or local organizations for the deaf, interpreters, groups and 
church associations. These groups may provide names of mem- 
bers who are willing to serve as volunteers or supportive aides 
during the adjustment period. 

Vocational Placement 

Vocational placement is the main objective of the counselor. Al- 
though some deaf retardates will be found unemployable, the ma- 
jority, with proper placement, should be able to remain on the 
job, A large number of non-deaf retardates have attained stable 
employment after suitable work adjustment training. Their deaf 
counterparts, through the development of healthy work attitudes, 
should be able to impress employers enough to be retained in per- 
manent positions. 

These positions, however, may be on a lower level of social ac- 
ceptance than tWe client or his family are at first expecting. It 
should be the counselor's long-term goal to work for greater so- 
cial acceptance of certain types of employment at levels that are 
commensurate with the abilities of deaf retardates. Meanwhile, 
he will need to help the client and his family achieve a realistic 
level of expectancy. 

As already noted, initial placement in a sheltered workshop 
could provide the retarded deaf person with needed experience. 
This placement may occur even before evaluation at a specialized 
center, or the client can be upgraded directly from the sheltered 
workshop to competitive employment if performance so indicates. 
Goodwill Industries workshops may serve as good starting points 
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for this type of client. In several cities, including Milwaukee and 
Indianapolis, Goodwill provides programs for the deaf which in- 
clude evaluation for on-the-job training and placement services. 

In competitive placement, if the counselor can establish good 
rapport with certain businesses and industries he may obtain 
their cooperation for extended trial placements. These employers 
ai'e likely to permit much longer adjustment periods for difficult 
cases, and will often accept special arrangements for deaf retar- 
dates, such as allowing trusted deaf employees to supervise their 
work. 

Where there are no other deaf employees, the counselor may 
sometimes need to spend a short time actually pacing the client on 
the job, especially where the client is one who learns best by dem- 
onstration. The counselor could also usefully enlist a sympathetic 
co-worker to serve in a Big Brother capacity. This worker could 
be oriented to and alerted for problems the client might face in 
following schedules, adjusting to the building and routines, and 
knowing where to go for health services and other needs. 

Among the points that the counselor will need to establish with 
the deaf retarded client at the time of placement and continue to 
stress through follow-up are: The identity of his immediate su- 
pervisor on the job (helpful in both adjustment and stability); a 
specific delineation of his duties; his wages and fringe benefits (it 
will usually be necessary to repeat this explanation frequently 
over a period) ; union membership and its ramifications for the 
client. 

* ❖ * 

The topic of follow-up has been covered in the chapter on gen- 
eral principles and practices. The section concerned with follow- 
up may be found on pages 17-22, 
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The Emotionally Disturbed 

Defined in terms of behavior deviation, the emotionally dis- 
turbed person is one whose behavior not only has a detrimental 
effect on his development and adjustment but also frequently in- 
terferes with the lives of other people, A child is termed emotion- 
ally disturbed if he has inner tensions and shows anxiety, neurot- 
icism, or psychotic behavior. The usual organic and or environ- 
mental causes of emotional disturbance are compounded in the 
deaf person by his severe communication deprivation, which may 
be partial, in that he can communicate with some persons in cer- 
tain settings, or complete, in that he is unable to communicate 
either with other deaf persons or with non-deaf persons. 

For the counselor who has had little experience in working 
with deaf persons certain cautionary statements are necessary in 
relation to symptoms suggestive of emotional disturbance. The 
counselor needs to understand the language and communication 
problems of the deaf person. Without such knowledge, he may be 
given the impression that many of the deaf clients he interviews, 
especially those with profound congenital deafness, are seriously 
disturbed. Deaf persons with no opportunity to relieve frustra- 
tions verbally may show symptoms of maladjustm^^nt. If the 
counselor is to work successfully with such clients he will need to 
establish adequate communication, preferably through his own 
skills or at least through an interpreter. He must understand, 
however, that the ability to use sign language does not alone 
guarantee communication, and that a grasp of the thought proc- 
esses of low-verbal deaf persons, which is developed over a long 
term, is essential. 

The counselor's own frustration due to his inability to commu- 
nicate with a deaf client may produce adverse counseling attitudes 
that will elicit negative (and seemingly disturbed) reactions from 
the client. 
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Recognition of certain behavior aberrations which frequently 
accompany early profound deafness will prevent much misdi- 
agnosis. For example, a deaf person's communication may depend 
to a high degree on motor activity, and this may appear to be a 
manifestation of anxiety and agitation. Cultural isolation may 
also result in the deaf person having a different value system 
from the norm. He may, for example, consider it appropriate to 
absent himself from work in order to attend social functions in 
the deaf community. Immediate gratification usually takes prece- 
dence over long-range plannkrif with this type of client. 

The counselor should not place complete reliance on reports of 
deviant behavior from other agencies or establishments. Many ed- 
ucational programs are rigid in their management of deaf chil- 
dren, and this could provoke temporary maladaptive behavior 
that might not reflect a client's true behavioral patterns. Psycho- 
logical evaluations that show great variance should be checked 
against behavioral history and client reports. However, the cli- 
ent's initial narrative will not necessarily be fully reliable either, 
because communication difficulties may distort the information 
conveyed and because the client may be reluctant to relate unsuc- 
cessful past behavior. 

Where emotional disturbance is a factor there is a need for 
Jong range and continuing evaluation of the deaf client. This 
should include observation in the home and community since devi- 
ant behavior will often be revealed only under stress situations. 
On the other hand, occasional brief displays of emotional upset do 
not warrant a diagnosis of chronic emotional disturbance. The 
majority of emotionally disturbed deaf clients cannot be consid- 
ered mentally ill by any means. They are usually underexposed, 
underdeveloped persons who will make a reasonable adjustment 
with proper guidance and training. 

Counselors experienced in working with deaf become alert for 
possible emotional disorders when: 

School and other records so indicate. Reports from teachers, 
family members and others to whom the client relates may 
mention usual reactions. A medical record of premature 
birth or maternal rubella may suggest complications. If the 
client is referred by another agency, the case history and 
reason for referral may relate to emotional problems. 

The clievt's verbal behavior betrays ijiconsistencies. When 
. the client is self-referred, the reason he gives for contacting 
the counselor may indicate problems; where he has recently 
left or lo.st a job, his explanation may not jibe with known 
job conditions or may be definitely bizarre. His expressed 
self -concept and reactions to others may suggest inability 
to accept responsibility and a tendency to blame others for 
his failures; on the other hand, he may be depressed and 




self-deprecatory. The dievd is unable to cope with the usual 
stresses of deafness, 

A list of behavioral characteristics has been compiled as an aid 
in classifying deaf persons with emotional disorders, (9) 

Referrals 

The counselor may expect to receive referrals of emotionally 
disturbed deaf clients from the usual sources of schools, institu- 
tions, agencies, and families. In addition, he may identify as emo- 
tionally disturbed certain clients who are originally referred for 
different secondary disabilities. Emotional stress can, for exam- 
ple, trigger organic responses, as in epilsepsy. 

In collecting data from the schools which will aid in identify- 
ing and evaluating problem clients, the counselor may find it use- 
ful to devise one or more check lists for distribution to school per- 
sonnel who have worked directly with the client These lists could 
include general personal adjustment skills and specific vocational 
performance skills, rated from poor to excellent, 

A similar check system may be needed to obtain information 
from community resources about clients who have finished school 
or dropped out. In case-finding procedure for such clients it 
should be noted that the adult deaf person with an emotional 
problem usually does not function as a member of the deaf com- 
munity. Hence, the counselor should ensure that availability of 
services is known to local and state police departments, hospitals, 
churches, welfare agencies, public health departments, children's 
services, schools, and physicians in the locality. He might also ini- 
tiate a progi'am of community information designed to reach indi- 
viduals or families who would not otherwise be contacted. 



About two-thirds of all cases of emotional disturbance in deaf 
persons result from functional disorders growing out of environ- 
mental situations. These relatively mild, short-term cases will 
probably not need comprehensive evaluative services. They can be 
handled by the counselor himself, or by local diagnosticians. The 
more experienced the counselor is with deaf clients and the better 
his communication skills, the more he will be able to rely on his 
own observation in determining the severity of the problem. 
Where he makes use of local professionals for evaluation, he will 
need to caution the tester against the use of tests that do not 
apply to low-verbal deaf persons. The counselor's understanding 
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of the problems of deafness will help him to choose his profes- 
sional services with care, since for deaf clients it is more impor- 
tant to use a good psychologist, preferably one trained and expe- 
rienced in working with deaf people, than a widely standardized 
test Careful choice will ensure that appropriate tests are admin- 
istered in each case. It should be remembered, however, that eval- 
uation should not depend on tests alone, but also on observation in 
life situations. A general discussion of testing deaf clients and a 
list of tests which have been found useful is given on page 12. 

The remaining one-third of the cases of emotionally disturbed 
deaf clients are those who need psychotherapy to varying de- 
grees. They are usually chronic cases ; that is, persons with histo- 
ries of emotional maladjustment They, and any other client that 
the counselor suspects of deep-seated emotional disorder as sug- 
gested in the identification section, will probably need comprehen- 
sive evaluation at one of the existing rehabilitation centers. 
Chronic cases may, however, need initial referral for long-term 
therapy in a hospital setting. Conversely, crisis intervention re- 
quires immediate help from the counselor and may often be dealt 
with best if the client is not removed from his familiar environ- 
ment. Referral to an out-of-town center at such. a time might only 
add to the client's instability, since it would not only involve a 
waiting period while his problem remained unsolved but would 
require a readjustment on his return to the home setting. 

The object of a comprehensive evaluation for the deaf client 
who is considered emotionally disturbed will be to obtain profes- 
sional information and opinions as the the extent of his disabili- 
ties and to learn how he behaves under various conditions, so as 
to determine strengths on which to build, weaknesses for which 
to counsel, and situations to avoid in at least the initial commu- 
nity and vocational placement. Positive information that the coun- 
selor may wish to emphasize in requesting an evaluation in- 
cludes: how well the client is able to relate to peers and authority 
figures; how much he can use residual hearing, if any; his oral 
skills; his intelligence level; and the possession of any outstand- 
ing talents, or strong interests and preferences. Negative infor- 
mation that will be essential for working with the disturbed 
client includes a knowledge of those situations that generate man- 
ifestations of disturbance; the client's obvious weaknesses and 
dislikes ; and the kind of environmental stresses that would pre- 
vent steady employment. With this information it will be possible 
to determine the need for and extent of therapy, training, and 
other services. 

For a description of evaluation techniques used in the New 



York program for mental health the counselor can refer to the 
report mentioned on pa^e 37 (No. 9 in the bibliography). 

Even in chronic cases, emotional disturbance is not a static con- 
dition but rather a continuum ranging from the psychotic state, 
whei'e institutional confinement and intensive therapy are re- 
quired, to the point where the client is able to function effectively 
in the community with minimal follow-up services. The client's 
emotional health determines his status on this continuum and de- 
fines the services he will need at any one time. He may need help 
from mental health and other community agencies during the re- 
habilitation process and the counselor should establish and main- 
tain cooperative working relationships with these agencies to 
avoid fragmentation of the casework. 

The counselor may prefer to refer the deaf client with severe 
emotional problems to a mental health facility for treatment, but 
some counselors interrupt the rehabilitation process completely 
until the client is released. Where feasible, the counselor should 
continue to serve the client in the therapeutic setting through a 
cooperative working relationship with medical and psychological 
personnel. In order to facilitate recovery the client must have an 
opportunity to move back into the community in gradual stages. 
In addition to the therapeutic values, these ventures into the com- 
munity give the counselor the opportunity to carry out continuous 
evaluation procedures. The following outline suggests the proce- 
dural steps and indicates the areas for which the counselor is 
mainly responsible. 

Coioiselor 
Identification 

Diagnosis of client as not immediately trainable or em- 
ployable 

Therapeutic settivg 

Treatment l)y psychiatrist or psychologist 
Cloistered training center and/or halfway house 
Pre-vocational training and evaluation 

Counselor 

Re-identification and diagnosis 

Communitij placement-counselor-wlth mental health services 
Trial job placement with close follow-up 
Retraining and/or job placement as indicated 
Self maintenance 

Self employment or good-on-the-job adjustment 
Phasing out of counselor support 

Embodied in this overall process is the concept of the counselor 
as a case manager functioning to satisfy client needs and acting 
as the liaison between the client and all agencies involved. The 
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emotionally disturbed deaf person needs the stability of continu- 
ing counseling help and the knowledge that someone who under- 
stands his unique pi'oblems is always available. The counselor 
also evaluates the productiveness of the services provided, and 
the client's adjustment at each stage, thus conducting a simulta- 
neous and coordinated dual evaluation toward the mutual goals of 
emotional recovery and vocational placement. 

The following diagram illustrates the above statement and 
demonstrates the counselor's involvement in a circular approach 
to the evaluation process. 



Some of the procedures involved in both the recovery and place- 
ment aspects of the evaluation process are outlined below. 



With the most severe cases, evaluation will commence in the 
therapeutic setting, where there should be team discussions at all 
stages between the rehabilitation counselor, the professional per- 
sonnel, representatives of service agencies as necessary, and at 
times the client. 

\ In hospitals that do not already provide special services for 
deaf patients, the counselor might initiate volunteer visiting by 
persons skilled in communicating and encourage these volunteers 
to sponsor socials, parties, and outings. Visits by clergymen from 
churches for the deaf of various denominations should also be so- 
licited. jManual communication classes for staff volunteers and in- 
terpreters could be established. Where possible, compatible deaf 
patients could be grouped in the same ward. 

These, procedures aid in bridging the gap between hospital and 
community and provide the counselor with evaluation sources in 
determining the progress of the client's recovery. 

The marginal deaf client (in the case of emotional disturbance, 
one who has either recovered from or is not judge to have severe 
prolems) may be evaluated at a service center in cooperation with 




Recovery 



Placement 



EvaiuatioR for Recovery 
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mental health ag'encies or resource pei'sons. The objectives of 
such an evaluation are described above (p, 38), Services would 
include supportive counseling, observation by professionals 
(preferably those experienced in working with deaf clients), edu- 
cation programs, work readiness programs, services to upgrade 
levels of independent functioning, and introduction or beginning 
readjustment to the deaf community. 

Follow-up evaluations for all clients may occur in a variety of 
settings. They should include continued counseling by the same 
counselor, periodic psychiatric examinations, frequent family or 
home placement checks, and client integration into the deaf com- 
munity and accommodation to the community at large. 



Evaluation for Placement 

Special procedures are needed in evaluating the employability 
of mental hospital patients. After the initial hospital adjustment, 
when the client is no longer in the dangerous stage, he should be 
provided with an occupational assir:nment and counseling on vari- 
ous occupational areas. Assuming satisfactory performance re- 
ports, arrangements might then be made for him to reside in a 
halfway house while continuing his daily hospital assignment. 
The next step would be part-time or sheltered employment in the 
community while still residing at a halfway house. Finally, full- 
time, paid employment and eventual home placement would be at- 
tempted. Evaluation of placement and recovery proceed in close 
conjunction at this stage. 

Routine evaluation procedures that will need to be carefully 
monitored in the case of deaf persons with emotional problems 
are medical examinations (emphasizing possible organic compli- 
cations); choice of appropriate psychological tests; tests of com- 
munication skills; and observations of adjustment capability, 
such as the level of emotional control. In evaluating educational 
achievement of deaf persons, a clear distinction should be made 
between the number of years of schooling and the actual func- 
tional grade level. 

Vocational evaluations will include performance tests, such as 
the GATE (with the precautions mentioned earlier, p, 12) , work 
sample tests such as the TOWER system (p, 29), workshop 
evalutions, counseling exploration of client interests, and evalua- 
tion in trial placements by employers, the counselor, and the 
client himself. The evaluation will continue, with upgrading as 
indicated, in such job settings as sheltered workshops, on-the-job 
training programs, and eventual competitive employment. 
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TRAINING 



The security of familar surroundings plays a large part in the 
therapeutic process. If the emotionally disturbed client can re- 
main close to home during the training period, so much the bet- 
ter. Where his environment has been a causal factor in his emo- 
tional disturbance — because of stress conditions in the home, 
rejection, or overprotection by the family, and so on — attempts 
should be made to correct these problems through family counsel- 
ing and similar aid. Only if this is not feasible should placement 
in a residential rehabilitation center, halfway house or foster 
home be explored. 

For obtaining training in the locality, the counselor might use- 
fully develop a personal directory of local facilities and agencies, 
both those that already provide services for deaf persons, if any, 
and those which provide the kind of services that the emotionally 
disturbed deaf client may require. If certain facilities and agen- 
cies have not, in the past, provided services to deaf persons, the 
counselor may be able to initiate nev; programs. In many cases 
these agencies are willing to cooperate in such ventures if they 
are contacted and if they are given direction and support by the 
counselor. Examples of facilities that can be developed include 
Goodwill Industries and the Easter Seal programs,* 

Because emotional problems can be present in deaf clients with 
high intelligence and educational aptitude the counselor + may 
need to investigate local community colleges for training oppor- 
tunities when the client is suflkiently stabilized. If he finds the 
college fully prepared to meet its obligation of serving all mem- 
bers of the community regardless of disabilities he can arrange 
progranis for qualified student?, including the provision of inter- 
preters as needed. Ideally, he could preface such programs by dis- 
cussing with the teachers concerned how to strike a balance be- 
tween going out of their way to help deaf students and giving no 
attention at all to the problem. 

In counseling situations aimed at improving emotional attitudes 
of abler deaf clients, the counselor might usefully discuss the psy- 
chological impact of communication barriers betv/een hearir^ and 

* Local technical and trade schools are sometimes willing to accept quali- 
fied persons, even with limited communication skills, for courses such as den- 
tal technology, cosmetology, drafting, auto body work, and other trades 
requiring manual dexterity. In Maryland, St. Louis, and elsewhere, business 
schools have cooperated in setting up courses in key punch and computer 
programming. 

t Without such problems these individuals would probably attend Gallaudet 
College in Washington, D.C., or the newly-established National Technical 
Institute for the Deaf in Rochester, N.Y. 
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deaf persons. The client needs to be aware that apparent rejection 
by a hearing person may be the expression of the latter's frustra- 
tion as a natural reaction to his own insecurity in the situation. It 
usually has little bearirig on anything the deaf person has said or 
done, but is a product of the difficult circumstances. A deaf person 
who can be brought to a full understanding of this can help the 
hearing person overcome, his initial shock and feeling of insecu- 
rity. 

Specific Training Areas 

As has already been noted, emotional problems in the deaf per- 
son often result from, or are compounded by, inadequate commu- 
nication with persons important to him. A first step in the training 
process will be to upgrade whatever communication skills the 
client possesses, with the eventual goal of enabling him to com- 
municate adequately with parents, siblings and non-deaf friends. 

Disturbed behavior may frequently be brought on in the deaf 
adult by his lack of, or inability to understand, information that 
he considers essential for dealing with his environment,* In a 
number of communities adult education classes for the deaf are 
now conducted on topics that would contribute to the individual's 
improved functioning, and the client can be encouraged to enroll. 
Where such classes are not available the counselor or training 
agency will have greater responsibility for providing this basic 
infomiation. 

For multiply disabled deaf persons functioning at low levels, a 
vital tool in imparting basic living skills is the ADL (Adjustment 
to Daily Living) program. Although this is used by most of the 
centers serving deaf persons, its importance in the rehabilitation 
of this clientele is not yet widely recognized by state agencies. 
The program involves a step-by-step approach to the development 
of skills in: using public transportation; hygiene and personal 
appearance; budgeting; using public facilities such as restau- 
rants, barber or beauty shops, banks, and so on; interpersonal re- 
lationships with peers, authority persons, and family members; 
and work discipline. 

The counselor may wish to make up a check list of skills, on 
which he can mark those he wishes to be evaluated and taught to 
the individual client, as briefly outlined below: 

Mechanical 

Arts and crafts 

* For example, he may be highly disfurbed by payroll deductions, increased 
insurance premiums or tax demands, or by his inability to obtain a driver's 
license. 
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Use of hand tools 
Power machine operation 
Industrial driving 

Fork lifts 

Cranes . . , . 
Occupational vocabulary . . . 

Clerical 
Typing 
Filing 

Bookkeeping . , . 
Custodial ... 



PLACEMENT 

A key concept in the over-all rehabilitation process of the emo- 
tionally disturbed deaf person is that work serves as a form of 
therapy. It is regarded by psychiatrists as part of the total treat- 
ment. Appropriate and acceptable placement is thus essential, 
preferably in the home community and reasonably close to mental 
health services, which may be needed. 

If evaluation and training procedures have been carefully fol- 
low^ed, placement should be a routine process. Specific considera- 
tions may be summed up as follows; 

Where the client has been hospitalized, allow for his return 
to the community and to employment by gradual stages, 
(p. 40) 

Avoid employment situations in which the client has pre- 
viously demonstrated disturbance reactions, and those with 
environmental stresses that would prevent steady employ- 
ment, (p. 38) 

Try as far as possible to train and place the client in his 
home community. (Above) Encoui-age concentration on skills 
that can be used in local industry. 

In addition, when approaching an unfamiliar employer the 
counselor should investigate whether or not he has previously 
hired deaf persons and will be familiar with the general adjust- 
ments that are necessary. If not, some orijr-ntation must be given 
and insight gained before the first encounter between deaf client 
and prospective employer, especially where emotional problems 
are present. 

The counselor will need to determine how much information- to 
release on the client's problems, and to whom. It will be neces- 
sary for client protection and job retention that certain per- 
sons in the administrative and supervisory heirarchy receive 
privileged information to enable them to deal effectively with the 
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client/eniployee. Without their awareness of the problem, inter- 
personal confidence in the job setting is restrictr^d, and the client 
becomes overdependent on the counselor. The counselor is, how- 
ever, justified in withholding information that will not be rele- 
vant, and in stressing abilities. The client who is capable of deci- 
sion making should be given the option of signing a release slip 
for such information, so that he is aware of the communication 
channels open to him. 

* * * 

The topic of follow-up has been covered in the chai)ter on gen- 
eral ijrinci])les and practices. The section concerned with follow- 
up may be found on pages 17-22. 
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CHAPTER 4 



Learning Disabilities 



INTRODUCTION 

There are characterisitics of behavior that are common to both 
deaf and hearing people. These behaviors occur on a continuum 
and the counselor's concern rests with the severity of atypicality. 
Among" the deaf population there are individuals who are atypical 
in their ability to learn. Some of those who have been called low 
verbal, or under-achieving, deaf individuals may have had a spe- 
cific learning disability. 

After a thorough evaluation and assessment it is sometimes 
found that these individuals are not mentally retarded, severely 
emotionally disturbed, culturally deprived, nor do they have sen- 
sory impairments other than deafness. They may have had the 
best of educational experiences in classes for the deaf, but still 
they do not learn. Despite the efforts of their teachers, it is some- 
times difficult to discover why their achievement is at such a low 
level or why it fails to increase over a long period of time. It is 
even more difficult to find ways in which these individuals can be 
helped to learn. 

Deaf persons present a severe language and communication 
problem. In some cases, the vocational rehabilitation counselor 
may have attributed failure to learn to the communication prob- 
lem, without considering the possibility that other learning disa- 
bilities exist and may be contributing to the problem. If these 
learning disabilities can be identified through differential diagno- 
sis and ameliorated through remediation, the deaf person may be 
able to function at a higher level. The remediation of a learning 
disability may be viewed as part of the rehabilitation process. 

The vocational rehabilitation counselor may have the tendency 
to utilize the deaf person's assets. It might in some instances be 
more helpful to examine the deficits for the possibility that more 
normal adjustment can be reached by ameliorating the learning 
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disability through remedial training. The identification and diag- 
nosis of specific learning" disablities may provide additional in- 
formation which will hel]) the vocational rehabilitation team de- 
cide whether to focus on the deaf person's assets or his deficits. 



THE PROCESS OF IDENTIFICATION 

The condition of deafness may create atypical behavioral pat- 
terns. Cultural deprivation, poor instruction, emotional disturb- 
ance, learning disabilities, and mental retardation also cause 
atypical behavior. The same behavioral symptoms may result 
from different causal factors. The question is: *'How do we iden- 
tify deaf individuals who have specific learning disabilities?" 
The first step in identifying the deaf person with an accompany- 
ing learning disability should be part of the same identification 
procedure for identifying all atypical deaf individuals among the 
normal deaf population. 

In order to identify the atypical individual, it is necessary to 
develop a list of symptomatic behavioral correlates. The behav- 
ioral check list included here is an attempt to categorize the atyp- 
ical behaviors. The check list has several uses: (1) It may be 
given to professional personnel as a part of the routine gathering 
of information; (2) it will help parents and school personnel to 
focus on specific behavior; (3) it can be used as a basis for refer- 
ral. 

The individual's personal case file is another source for iden- 
tifying potential behavioral correlates to learning disabilities. 
The reports of parents, teachers, principals, and employers may 
provide information which is helpful in case finding. Many deaf 
individuals with an accompanying learning disability may be 
found in segregated special classes within day schools and in resi- 
dential schools for the deaf. 

The severely handicapped individual with a learning disability 
will pre.sent obvious learning problems to all who come into con- 
tact with him. The major problem is to educate the professions 
and the public to the behavioral symptoms so that the proper re- 
ferral can be made. This means that the vocational rehabilitation 
counselor must develop and clearly delineate lines of referral. 

The application of a behavioral check' list may help vocational 
rehabilitation counselors to identify atypical deaf individuals. 
Those persons suspected of a specific learning disability should be 
referred for assessment, evaluation, and diagnosis. A thorough 
assessment by a qualified psychological examiner, medical doctor, 
ophthalmologist, and educator will exclude the majority of poten- 
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tial causal factors and help pinpoint the nature of the learning 
disorder. It should be noted that only a small percentage of those 
who are referred will be found to have a specific learning disabil- 
ity. There are no hard data, however, which establish prevalence. 

There are, for example, some specific learning disability tests 
and observational approaches which the learning disability spe- 
cialist utilizes to determine the existence of a visual perception 
problem. Some examples of tests of visual perception are listed in 
Appendix D. Such tests assist in the diagnosis of the following vis- 
ual perception disabilities : 

1. Loss of directional sense for lines in relation to each other. 
Individual has difficulty in considering relationships of his 
body to objects around him. 

2. Inability to recognize simple objects, yet being able to read 
and recognize symbols. 

3-. Inability to recognize written symbols in isolation. Different 
parts of the brain are affected. The subject can write but 
cannot read what he writes. 

4. Compensatory eye movements. 

5. Difficulty in perceiving moving objects. 

6. Fixation on one detail rather than moving or fluctuating. 

7. Inability to scan or examine in search. 

8. Lack of perceptual speed. 

9. Poor eye-hand coordination. 

10. Poor visual form perception. 

11. Poor figure-ground perception. 

12. Poor memory for sequencing visual stimuli. 

13. Poor visual closure. 

14. Poor visual discrimination. 

A Check List for the Identification of the Atypical Deaf AduCt 

Estimate expectancy for learning 

1. Mental age/chronological age ratio over an extended period. 

2. Poor scores on intelligence tests suited to deaf persons. 

3. Discrepancy between verbal and performance behaviors. 

Assess level of achievement 

1. Low grades. 

2. Poor acquisition, retention, and use of symbols in reading, 
writing, arithmetic (receptive, expressive, and inner 
language). 

3. Low achievement test scores. 

Estimate discrepancy between expected and actual achievement 
Medical correlates 
1. General health. 

« *^ 
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2. AudioloKical performance. 

3. Visual. 

4. NeuroIoKieal. 

5. Implications for medication. 

Examhic psijchological correlates 

1. Visual-perceptual disorders. 

(a) Visual motor disorders. 

(b) Visual closure. 

(c) Visual figure-ground differentiation. 

(d) Spatial relations. 

(e) Perceptual and shape constancy. 

2. Auditory-perceptual disorders (hard of hearing) 

(a) Auditory closure. 

(b) Auditory figure-ground differentiation. 

(c) Auditory discrimination. 

3. Kinesthetic and haptic perceptual disorders (short-term or 
lon^^-term) 

(a) Symbolic versus non-symbolic. 

(b) Sequential versus global. 

(c) Delil)erate versus incidental. 

(d) Recall. 

(e) RecOK^nition. 

4. Memory disorders. 

(a) For visual stimuli. 

(b) For acoustic stimuli. 

(c) For recognition tasks. 

(d) For recall tasks. 

5. Integrative disorders 

(a) Inter-sensory processing. 

(b) Intra-sensory processing. 

6. Symbolic disorders 
(a) Spoken language. 
(I)) Reading, 

(c) Writing. 

(d) Arithmetic and mathematics. 
Other factors affcctinq leaniing 

1. Attention. 

(a) Distractibility. 

(b) Lack of responsiveness to visual and tactile stimuli 
(also auditory stimuli for the hard of hearing). 

2. Motivational disorders 

(a) Low need for achievement. 

(b) Low level of aspiration. 

3. Perseverative behavior. 

4. Poor self-concept 

(a) Personal care. 

(b) Underestimation/overestimation of own capacities and 
abilities. 

(c) Physical abnormality. 

(d) Impact of segregation. 

(e) Actual or pseudo paranoid behavior. 

(f) Social disorientation. 
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5. Inconsistent work/study habits 

6. Emotional lability 

(a) Lack of control of aKRressive biological drives. 
(1)) Inability to control i*esponses, 

(1) Withdrawal 

(2) A^^ressivenesss 

(3) ^ Apathy 
I. Failui-e syndrome 

(a) Expectation of failure. 

(b) Low ^oal orientation. 

(c) Disproportionate frustration and collapse occasioned 
by isolated failure. 

8. Dependency syndrome 

(a) Immature behavior. 

(b) Inability to cope with new situations. 

9. Lack of responsiveness to conditioning:. 

The characteristics exhibited by people with learning: disabili- 
ties are diverse and present no consistent behavioral pattern. This 
complicates the development of a definition which is descriptive 
and identifies the learning disabled as a group. Identification and 
definition are further complicated in that many of the behavioral 
symptoms found amonj? individuals with learning disabilities are 
also found among normal or bright individuals who experience 
no difficulty in learning. A person might possess a learning disa- 
bility that does not clearly manifest itself until he attempts to 
read, write, or compute arithmetic problems, 

A diagnostic program which identifies specific learning dis- 
abilities should provide information which can be used to plan 
effective remedial programs. There are a number of agencies or or- 
ganizations with professional staff who are trained to provide a 
variety of diagnostic services such as hearing evaluation, tests for 
visual acuity, intelligence tests, achievement tests, and psychologi- 
cal evaluations for socially maladjusted and emotionally dis- 
turbed children. Although diagnostic services such as these can 
be used as a foundation, they are not sufficient to provide the de- 
gree of specificity required for a comprehensive diagnostic pro- 
gram. In order to provide remedial services as soon as possible, it 
is desirable to screen, identify, and diagnose services in the 
schools. For this reason it is necessary to consider the reierral 
process for children as well as for adults. 

Figure I is a flow chart which represents the ideal administra- 
tive procedui-e for the identification and referral of deaf children 
who have difficulty in learning. Professionals who participate in 
the formal screening program should include classroom teachers, 
school physicians and nurses, school social workers, guidance and 
counseling personnel, speech correctionists, and school psycholo- 
gists. Formal screening programs should be designed so that the 
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Flow Chart for the Identification, Assessment, and Referral 
of Deaf Children Who Have Difficulty in School 
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multiply disabled deaf person is tested every two or three years. 
Teacher referrals supplement the more formalized screening pro- 
gram. Children who do not have obvious problems are returned to 
their regular classes. If a child with a problem is not identified by 
the screening program, his teacher will make the referral when 
the child experiences difficulty in the classroom. 

Individuals who are identified by the screening program as 
having learning problems are referred for individual testing or 
examintion to provide more detailed information upon which an 
educational recommendation can be based. In some cases, it may 
be necessary to make a referral to the family physician, audiolo- 
gist, otolaryngologist, pediatrician, or other medical specialist. A 
child might be placed in a regular classroom and receive an itin- 
erant service such as individual counseling, speech correction, or 
remedial reading. He might also be put in a special education 
class. 

These procedures for screening, individual evaluation, recom- 
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mendatioB, and placement meet the needs of the majority of chil- 
dren with educational problems, but they are neither sufficient 
nor adequate to diagnose specific learning disabilities or for mak- 
ing recommendation for specific remedial instruction. 
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Figure II is a flow chart which represents the referral process 
for deaf adults. Many deaf individuals will be referred to the vo- 
cational rehabilitation counselor, who evaluates their vocational 
potential and places them in a work situation. If the deaf individ- 
ual is in need of additional assessment or diagnosis, the counselor 
refers him to the appropriate diagnostic service. If no corrective 
treatment is indicated, the deaf person may be placed in a work 
situation. There may be occasions, however, when it is necessary 
to refer the individual for corrective treatment before a job place- 
ment can be made. 

When the usual tests do not reveal the cause of the individual's 
failure to learn, it may be helpful to seek the services of a diag- 
nostic teacher who can help provide both short-term as well as 
long-term assessment and remedial services, in the clinical setting 
as well as on the job. 

Proper evaluation of the multiply disabled deaf person with 
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learnini? diaabilitiss of necessity depends on a team of qualified 
personnel to perform the evaluation in a meaningful manner. For 
the adolescent or youn^^: adult deaf person these goals can be de- 
fined in terms of developmeiital learning, remedial instruction, or 
correctional instruction. Often these goals will be vocational in 
nature. The expertise of learning disability personnel covers 
areas such as academic, social, emotional, attitudinal, and motiva- 
tional problems and motor skills, perceptual skills, and language. 

In providing services in these areas, learning disability person- 
nel apply a model based on between differences (or the differences 
between individuals) and on intra-individual differences (or the 
differences within one person). Evaluation is both formal and in- 
formal. Particularly the informal evaluation is performed over a 
continuous period of time. Referrals are frequently made to medi- 
cal personnel with descriptive difficulties detailed. Learning disa- 
bilities personnel ty])ically receive specific referrals dealing with 
the spectrum of discrepancies found in learning situations. 

By the nature of the ramifications of prelingual, severe deaf- 
ness accompanied by learning problems not typical to the normal 
classroom setting, the learning disabilities person must work as a 
member of a larger team. Basic to this team is the classroom 
teacher and the administrative educational staff. It is most likely 
here that the original diagnosis of **Johnr3 doesn't function ac- 
cordin^T to my expectations" is made. Obviously, substantiation 
from the home may be a major influence as well. 

The team should be expanded to cover all possible contingen- 
cies. Specifically included, in addition to learning disabilities per- 
sonnel and school staff, should be medical personnel (doctor and 
nurse), the psychologist, the audiologist, the school counselor, the 
vocational rehabilitation counselor, and other specialists as 
needed. 

In most instance5>, case recording types of information, includ- 
ing school records, will yield information that might have great 
relevance to the specific problem. 

A danger always ]n*esent in the case of the multiply disabled 
deaf person is that lack of personnel qualified not only in their 
own areas of competence but also in the commiunication aspecti^ of 
dealing effectively with the multiply disabled deaf person. This 
ditliculty is well documented yet remains the pervasive problem in 
providing effective differential diagnosis. Efforts should be main- 
tained continuously to add this dimension of professional compe- 
tence in dealing with the deaf person with learning disabilities. 

As noted, capacity levels of deaf persons with learning disabili- 
ties are made in two broad general categories: inter-individual 
differences and intra-individual differences. Without question, 
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there exist great gaps in psychological instruments that are effec- 
tive with severely an l prelingually deaf persons. There is no ap- 
parent reason, however, to abandon completely those instruments 
that yield some success, while continuing efforts proceed for de- 
velopment of new instruments, A fuller discussion of the testing 
of deaf clients is covered on pages 11-13, 

Comparison of capacity and achievement in an individual's 
total performance is a major key in the diagnostic process. Dis- 
crepancies here lead to remediation, coi'rection, and redevelop- 
ment of the educational program for the individual. 

The team approach best comes into play in a controlled envi- 
ronment, such as a rehabilitation facility, which allows for the 
important aspect of observation of the individuaVs performance, 
function, and behavior by a team of qualified persons. In such a 
facility emphasis on such things as actual task performance, role 
playing, and determination of minimum task performance is of 
major importance. 

Lack of performimce may be accounted for in part by (1) lack 
of basic or previous information, (2) lack of retrieval ability, and 
(3) lack of availability of performance task — also intermittent 
performance. 

Situations that are the most effective for differential diagnosis 
are all situations in which the client has a contact with qualified 
personnel. As an example, the first interview with the vocational 
rehabilitation counselor is literally loaded with potential for dis- 
covering both assets and liabilities in the client's behavior. The 
most obvious manner of behavior is simply: Does the client speak 
for himself? Beware of those situations in which an intermediary 
speaks for the client. The interview should be client-centered not 
intermediary-centered. Beyond this, the client's behavior, general 
appearance, understanding of the agency's function, rationale for 
coming for the interview, communication skills (not oral-manual, 
but intelligibility regardless of method), skill in completing the 
necessary forms, and general knowledge of his community (e,g,, 
does he know his own doctor) ; these things and many more will 
yield information relevant to differential diagnosis. It must be re- 
membered, of course, that deaf persons may have been educated 
in a self-contained environment, must be told things (they do not 
overhear), and often are incurious about the verbal aspects of a 
situation. 

Following the initial interview, the counselor has the responsi- 
bility of calling upon the previously mentioned team members to 
obtain a complete case record. This information will dictate the 
next step to be followed in the evaluation process. It is at this 
point that geography comes into play. Rural-located counselors 
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and clients may face the prospect of referral to major urban 
areas for further evaluation or of developing an assessment team 
locally that is competent for further evaluation. In the major 
urban areas, rehabilitation personnel, if they have not already de- 
veloped adequate evaluation resources, will be faced with the 
prospect of developing such resources. This is a responsibility 
that must be faced if the deaf client with a learning disability ir5 
to complete the continuing process of diagnosis leading to reme- 
diation, correctional education, and redevelopmental education 
which will lead ultimately to a vocational goal and attainment. 

The vocational rehabilitation counselor must pay particular at- 
tention to behaviors which may suggest some visual impairment, 
such as redness of eye, inflammation, tearing, excessive blinking, 
unusual head position, squinting. Since the visual channel is the 
primary means for learning by the hearing-impaired person, it is 
particularly important to take vision into account. Certain visual 
disorders (which can be diagnosed during ophthalmological eval- 
uation) may block visual input. Typically the ophthalmologist 
will evaluate the following ocular motor disorders: visual acuity, 
refractive errors, muscle imbalance, color vision, depth percep- 
tion, eyedness, glaucoma, and structural anomalies such as cata- 
racts. 

If the ophthalmological report indicates no major visual prob- 
lems related to the development of the eye muscles and the ocular 
motor system and yet the case records clearly demonstrate that 
the client has been unsuccessful in learning through his visual 
channels, the learning disability specialist investigates the area 
of visual perception. Visual perception refers to the ability of the 
individual to interpret or decode stimuli which are transmitted 
through visual channels. Visual perception disordei*s may stem 
from a dysfunction in the visual areas of the brain. 

The Role of the Diagnostic Teacher 

If an educational recommendation is to be based on the results 
of diagnostic tests, the individual or individuals making the eval- 
uation and educational recommendation must not only be trained 
in formal and informal diagnostic techniques, but must also pos- 
sess knowledge and understanding of the different kinds of reme- 
dial techniques which have been developed to eliminate, amelio- 
rate, or compensate for learning disabilities in children. 

When formalized diagnostic tests fail to provide sufficient in- 
formation about the area of difficulty, remediation becomes part 
of the diagnostic process. The necessary diagnostic information 
may be obtained by working with a child over a period of time 
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and observing? his approaches, successes, and failures in different 
kinds of learning situations. This requires the diagnostician to be- 
come a teacher, or the teacher to become a diagnostician. 

Diagnostic teaching is the process of determining the nature 
and severity of specific learning or behavior disorderf; and their 
amenability to remediation through exploratory teaching probes 
in the areas of asset or deficit. 

The concept of diagnostic teaching is based on the assumption 
that effective teaching procedures contain many of the same pro- 
cedural steps and sequences which are found effective in diagnos- 
tic procedures. Individuals are placed in one or more carefully 
controlled learning situations and taught over a period of time. 
The task of the diagnostic teacher is to study the approach to 
problems, use of learning strategies, application of cognitive abili- 
ties, and the success with which the person learns under different 
conditions and teaching systems. 

This kind of teaching provides additional diagnostic informa- 
tion and helps bridge the gap between the diagnosis and the im- 
plication of remedial programs. Thus, diagnostic teaching serves 
as an extension of the diagnostic sequence. 

Continual evaluation should take place during the remedial 
process. If, for example, a remedial approach is successful in 
ameliorating one aspect of a learning disability, the teacher must 
reassess readiness and ability to work on more complex tasks. 
Similarly, if the client fails to progress, the diagnostic teacher 
must continue to make evaluations and diagnostic judgments as to 
why the client is not progressing, whether the remedial tech- 
niques being used are appropriate, or if other remedial techniques 
should be implemented. The continuous evaluation and assess- 
ment of behavior during remediation requires a thorough under- 
standing of both formal and informal techniques of differential 
diagnosis and remedial methods. 

The ultimate goal of diagnosis is to provide the maximum 
amount of useful information with respect to cause, prognosis, 
and treatment of the disability, A thorough diagnosis will convey 
all of this information. In the referral and treatment of individu- 
als it is helpful to be able to attain a meaningful label which con- 
veys information about the nature and treatment of specific prob- 
lems. Relevant classification of a problem should lead to a rele- 
vant treatment. Classification has usefulness only in relation to a 
specific purpose or objective. The diagnostic teacher's greatest 
contribution is in the area of remediation. 




CHAPTER 5 



Other DisabiiLtLes 

The classification "other disabilities" may be taken to include 
all of those in Kirk's definitions of exceptional children except 
the mentally retarded, the emotionally disturbed, and those with 
learning disabilities, the latter three being covered elsewhere in 
this manual. The definitions below are quoted from Kirk: 

The Visually Handicapped: The following two major cat- 
ejj:ories are used to classify children with marked visual de- 
fects : 

a. The Partially Sii^hted — (1) children having a visual 
acuity of 20/70 or less in the better eye after all necessary 
medical or sui^gical treatment has been given and compen- 
satins" lenses have been provided when the need for them 
is indicated (such children must, however, have a residue 
of si^ht that makes it possible to use this as the chief ave- 
nue of approach to the brain), and (2) children with a vis- 
ual deviation from the normal who, in the opinion of the 
eye specialist, can benefit from the special educational fa- 
cilities provided for the partially seeing, and (3) those who 
have undergone eye operations and require readaptation of 
the eye and psychological adjustment to such conditions as 
enucleation (removal of an eye) and (4) those with muscle 
anomalies and other conditions which necessitate re-educa- 
tion of the abnormal eye. 

b. The Blind — Those whose vision is so defective that 
they cannot be educated through visual methods. 

The Cerebral Palsied: Cerebral palsy embraces the clinical 
picture created by injury to the brain, in which one of the 
components is motor disturbance. Thus, cerebral palsy may 
be described as a jj:roup of conditions, usually orij^cinatinu in 
childhood, characterized by paralysis, weakness, incoordina- 
tion or any other aberration of motor function caused by 
pathology of the motor control center of the brain. In addi- 
tion to such motor dysfunction, cerebral palsy may include 
learninR- difficulties, psychological problems, sensory defects, 
convulsive and behavioral disorders of organic origin. 

The Crippled Child: Those who have an orthopedic im- 
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pairment interfering with the normal functions of the bones, 
joints, or muscles to such an extent that special arrangements 
must be made by tiie school Included in the category of the 
crippled are (1) children who are born with handicaps (con- 
genital anomalies) such as dislocated hips or joints, clubfeet, 
spina bifida (a congenital anomaly affecting the spinal cord), 
and other conditions, and (2) children who acquire a crip- 
pling condition through accidents or through infection, such 
as poliomyelitis (infantile paralysis), tuberculosis of the 
bones or joints, a;ad so forth. 

Children with Special Health Problems : Those whose weak- 
ened physical condition renders them relatively inactive or 
requires special health precautions in school. Children who 
have cardia (heart) anomalies, tuberculosis, anemia, epilepsy, 
and other abnormal physiological conditions, and those who 
are undernourished have been termed ''delicate children" or 
"children with low vitality, (5). 



IDENTIFICATION 

The identification and classification of visral impairment in 
deaf clients is a complex and generally little understood problem. 
Although some young deaf children with visual impairment may 
demonstrate their symptoms in an obvious manner, others display 
symptoms less commonly associated with visual impairment. For 
example, the far-sighted child, in his efforts to move back from 
visual stimuli, may seem hyperactive. Identification of visual 
problems in this population is further complicated by the need for 
highly specialized examinations to uncover certain conditions; 
e.g., retinitis qngmeiitosa may not show up under conditions of 
standard eye examinations given even in the mid-teen years, since 
the individual often retains good vision in the center of the eye. 

Generally, detection and identification of secondary visual prob- 
lems is assisted by full and accurate case histories which may re- 
veal behavior that is diagnostic for blindness. Obviously, the ear- 
lier problems of this nature are detected and treated, the less 
chance exists for the development of secondary adjustment prob- 
lems growing out of the condition. Because of the extremely de- 
structive nature of any visual defect in conjunction with deaf- 
ness, ophthalmological examination is mandatory for detection of 
the deaf person with visual impairments, 

Ophthalmological examination often requires the presence of 
an interpreter to facilitate communication. Physicians are some- 
times handicapped in obtaining sufficient information about the 
client due to communication difficulties. The physician who does 
not know his patient well enough may be inhibited in prescribing 
radical (and often necessary) corrective measures. 
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Whereas grand mal epilepsy is generally identified early, petit 
mal conditions often elude identification ; in the latter, symptoms 
may be misinterpreted by those who know the individual best but 
discerned by others (e.g., employers) who may question certain 
types of observed behavior. Medically, the identification of con- 
vulsive disorders is the responsibility of the neurologist. 

Counselors responsible for planning for the multiply handi- 
capped person should obtain sufficient information to assist in de- 
termining the course of treatment and the prognosis for the sec- 
ondary condition. 

In general the counselor should know all available resources 
that may facilitate further diagnosis and/or treatment for his 
hearing impaired client. There are within the state rehabilitation 
agency, or its supervisory organization, specialists in many of 
these secondary disabilities who can provide the initial direction 
to the counselor's search for assistance. 

Young people beir.;; prematurely dropped from schools because 
of multiple problems need to be identified. Likewise, adults volun- 
tarily retreating from the deaf social scene may be so doing be- 
cause of the late development of additional disabilities or the ag- 
gravation of existing secondary problems. 

Counselors need to make strong efforts to reach out to this mul- 
tiply disabled deaf population by circulating among deaf groups, 
by contacting civic organization, hospitals and institutions. 

Counselors dealing with multiply disabled deaf clients, espe- 
cially those with highly visible secondary disabilities, need to be 
aware of any personal aversion to such conditions~that may 
emerge as resistance to dealing with the problems or as inability 
to see beyond the disability to the assets available in the individ- 
ual. (The biased counselor might, if feasible and necessary, refer 
a client to another counselor, who is better adjusted to severely 
handicapping conditions.) 



EVALUATION 

Of importance in evaluation of deaf -blind clients are the re- 
sources available to the counselor. These resources are different 
in urban areas from those in rural areas, although there is con- 
siderable overlap. Applicable resources are similar to those listed 
on pages 8-11. 

The focus with the deaf -crippled client should be on motor 
skills and how the client uses or does not use his abilities. Counse- 
lors should, on the other hand, be alert to whether and how much 
the client relies on his disability for secondary gains. The group- 
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ing, deaf -crippled, may be further refined by classifying the disa- 
bilities under (1) neuro-muscular disorders, which includes palsy, 
stroke, the plegias, Parkinson's disease, and multiple sclerosis; 
(2) muscular-skeletal disorders such as polio and muscular dys- 
trophy, and (3) convulsive disorders. 

An orthopedic medical examination should be conducted, along 
with specialists' examinations as indicated for cardiac, arthritic, 
and similar problems. The goal in such an evaluation should be 
obtaining clues to the removal or circumvention of the physical 
problem if that is possible. The counselor should expect from the 
orthopedic evaluation a thorough description of the disability or 
disabilities, a statement of prognosis, and recommendations for 
treatment by surgery, bracing, or similar prosthetics. 

Psychological assessment in general has been treated in the 
chapter on the rehabilitation process, page 12. Special prob- 
lems for other disabilities include selection of tests suited to the 
client's special needs. For example, some tests have been adapted 
for use by the blind. If the upper extremities of the client are af- 
fected, some standardized tests are not valid. 

Finally, secondary physical disabilities complicate the clients' 
problems not only physically but also by the emotional problems 
they may engender, problems that may then have to be dealt with 
by the counselor concurrently with the physical problems. 



VOCATIONAL EVALUATION 

The use of consultants in obtaining and assessing specialized 
information is particularly important for accurate identification 
and screening of the multiply disabled deaf person. Modified com- 
munication procedures will be required for special disabilities 
such as visual impairment. The extent of physical endurance is an 
important consideration for screening of the client with neuro- 
muscular and muscular-skeletal problems. 

The local counselor responsible for evaluation ideally will often 
require the resources of a rehabilitation center for evaluation of 
the multiply disabled deaf client. Physical restorative procedures 
and various types of physical remediation may either be under- 
taken by the counselor on the basis of early study or be reserved 
for later attention by a rehabilitation center. This decision will 
depend, in large measure, on the nature of the remediation re- 
quired, the locality best equipped to deal with the problem, and 
future objectives for the client. 

Client needs will provide the rationale for selection of a facility 
when multiple disabilities are involved. For example, he may 
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need multi-disciplinary team approach, treatment in a sheltered 
environment, a group living experience, or highly specialized 
training and/or corrective resources. Or again a client may be in 
need of removal from his present environment to an environment 
providing different peer, superioi', or other influences. 

Even more than the general counselor, the counselor who deals 
with multiply disabled clients must have a realistic but positive 
outlook for the client's training potential. He should consider re- 
mediation first and then circumvention of the disability. This is a 
key attitude for successful counseling. 

He should attempt to develop a specific potential, if not an ac- 
tual, employment position for the client prior to initiation of 
training. Some multiply disabled deaf persons quite successfully 
complete a vocational skill training course and then for various 
reasons cannot be employed in the vocation for which they have 
been trained. In other words, more attention should be given to 
training for specific job openings. In relation to this concept, the 
counselor needs to provide close support and coordination to the 
trainer, if it is an on-the-job training situation. Such support can 
facilitate future employment. 

The counselor for multiply disabled deaf clients must exercise 
more than ordinary creativity and originality in developing job 
positions for which multiply disabled deaf persons can be trained. 
It is helpful to keep abreai^t of general occupational information 
and specific job opportunities for severely disabled people. Infor- 
mational publications such as Paraplegia Netos and Performance 
are available as spurs and inspiration to creativity. 

In considering training resources for the multiply disabled 
client the counselor must look for architectural barriers. Does the 
building have steps or elevators and ramps? Are corridors, water 
fountains, rest rooms, and training areas suitable for use by 
trainees who have prosthetic appliances? Do adjustn^i:rit to daily 
living and recreation programs consider the needs ok neuro-mus- 
cular and otherwise disabled trainees? Ancillary services for 
trainees with handicaps other than deafness should provide medi- 
cally oriented supervision on a 24-hour basis, a medication dis- 
pensing service, and a resident physician or registered nurse. 

Some general characteristics of specific client groups can be 
anticipated. The deaf-blind client tends to be badly spoiled, want- 
ing to be catered to and accepting little if any responsibility. He 
may need mobility training. He needs to learn to participate with 
others in social settings; it may be helpful to teach him how to 
play cards or to bowl. 

The cerebral-palsied deaf client may also tend to manipulate 
his environment, being spoiled and accepting little responsibility. 
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He may be a clown or he may be quite obnoxious; he may be in- 
fantile; he may successfully attempt to exploit people around 
him. His communication ability may be very limited; he quite 
possibly will have no speech, lipreading, or writing skills and his 
sign language may be atrocious. He may demonstrate personality 
rigidity ; he may demand a great deal of attention ; he may be un- 
able to fit into his peer culture and may therefore attach himself 
to adult persons. Yet in spite of this constellation of negative fac- 
tors, he may have vocational aptitudes which, if developed, will 
lead to productive employment. The client's rigidity was condi- 
tioned ; hence reconditioning through structured behavior respon- 
ses may be possible. Personnel must decide which behavior is to 
be encouraged and which discouraged. Note that cerebral palsy 
need not necessarily be of the extreme spasticity type ; it can be 
only a mild incoordination. 



PLACEMENT 

Placement for multiply disabled persons should be recognized 
as part of an adjustment process in which the client is replaced, 
at higher levels if possible, when he indicates readiness. Ultimate 
goals should not be underestimated, but tragedy can result froni 
an initial overplacement in which the client fails. For example, 
sheltered workshops can be utilized, when so indicated by evalua- 
tion and diagnosis, as an initial step i^i a continuum of placement 
services. Move the client into placement as quickly as possible 
after he has indicated his readiness for such a move. 

In considering types of jobs for multiply disabled clients the 
counselor must innovate and create, keeping up to date with in- 
dustrial changes and placement possibilities developed elsewhere. 
Examples of unusual possibilities for multiply disabled deaf per- 
sons: (1) a cerebral-palsied deaf person was set up in a pool hall 
business in a small town; (2) a deaf-blind person works with a 
blind person in a vending stand business; (3) mentally retarded 
hearing persons have been set up in the automated egg business, a 
probable opportunity for multiply disabled deaf clients. The coun- 
selor can initiate also; for example, job development on a state- 
wide basis would be helpful. 

Architectural barriers should be considered in the placement 
process. Can the client operate automatic elevator buttons, are 
rest rooms usable, is lighting adequate, and are work areas free 
of clutter and accessible to the client? Structural modifications for 
a client*s needs can be financed with federal funds if the employer 
permits. 



">2 



* * * 

The topic of follow-up has been covered in the chapter on gen- 
eral principles and practices. The section concerned with follow- 
up may be found on pages 17-22. 

RECOMMENDATIONS 

(The major aim of the workshop on the multiply disabled deaf 
was to devise a manual for rehabilitation counselors serving this 
type of client. However, any gathering of professional persons 
will conern itself with the needs and advancement of its field of 
work. The following recommendations were devised from sugges- 
tions of the various groups in the workshop.) 

* * * 

The Federal Government in its expansion of services to pre- 
school handicapped children will find services to families with 
deaf children e.'^peciaily fruitful. 

% ♦ 3f< 

Parents of deaf children often receive inadequate or unrealistic 
information and advice from general practitioners and even medi- 
cal specialists. There is need for a common sense manual about 
the problems of deafness for use in medical schools and as a gen- 
eral reference book. The Social and Rehabilitation Service should 
commission the preparation of such a manual, perhaps by gradu- 
ate students in vocational rehabilitation. 

* ♦ * 

Visiting specialists should be available to serve in the homes of 
preschool deaf children as consultants and as communication ex- 
perts. (The Mott Foundation in Detroit is currently carrying on 
preliminary research in this area.) 

% 9ft « 

Schools responsible for the care of deaf children are urged to 
establish medical diagnostic standards and procedures to facili- 
tate early detection of physical problems. It is suggested that all 
children with atypical health problems obtain a thorough physi- 
cal examination at least every five years. 

* ♦ * 

- Training programs for teachers of the deaf should include ma- 
terial to broaden the trainees' understanding of deaf persons with 
secondary disabilities and thus provide new professional re- 
sources for dealing with these problems. 

* ♦ * 

There is need for preventive mental health services for deaf 
people at all ages. One possible approach is by psychologists and 
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psychiatrists working with teachers as consultants on emotional 
and behavioral ])roblems of students. Schools are urged to provide 
this sort of consulting service. 

:}: :^ 

A severe shortage of psychologists who are adequately trained 
to evaluate deaf clients exists. At present there are only three in- 
stitutions in the nation engaged in training psychological evalua- 
tors for work with deaf clients. The number of such institutions 
must be increased to meet the growing demands and numbers of 
multiply disabled deaf persons. 

* * 5}! 

Because of verbal difficulties, the use of psychological tests 
with deaf persons is attended by problems of understanding of in- 
structions and of rapport with the tester. There is need for scien- 
tific validation of all types of tests for use with deaf persons. A 
workshop of behavioral scientists could perhaps bring this prob- 
lem into focus. Certainly some start on research to adapt tests 
and testing procedures for use with deaf persons is long overdue. 

More special centers for evaluation and rehabilitation of multi- 
ply disabled deaf persons are badly needed. The depth and com- 
plexity of multiple disabilities require both the specialized skill 
and experience and the team approach possible in a rehabilitation 
facility. 

* * * 

Group counseling sessions such as sensitivity training provide a 
setting within which a deaf person can express feelings and frus- 
trations and thus get them out in the open. Such programs should 
be made more generally available. 

){c }{( * 

Rehabilitation offices, community, state, and regional, must im- 
prove staff development activities to increase counselors' ability 
to work with multiply disabled deaf clients. 

* * ♦ 

In-service training should be provided to rehabilitation counse- 
lors regarding all types of school programs, other disabilities, the 
specialists in these various fields, and how they may be related to 
the rehabilitation process. 

He »ic 9(« 

There should be more effective utilization of related resources 
on community, state, and regional levels to develop a stronger 
team approach to serving deaf people with secondary disabilities. 
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Deaf persons in the community served by a rehabilitation office 
can be utilized in ancillary and supportive roles. For example, 
they can teach the staff the art of manual communication, provide 
insight into problems associated with deafness, and interpret for 
low-verbal deaf persons. 

* * * 

There should be greater cooperative effort on the part of voca- 
tional rehabilitation agencies, state, and local schools, the Profes- 
sional Rehabilitation Workers with the Adult Deaf, the Council 
of Organizations Serving the Deaf, the National Association of 
the Deaf, and other state and national organizations in approach- 
ing the pro'oiems of deaf persons with secondary disabilities in 
view of the increased number of these individuals expected in 
coming years. 

* * * 

It is recommended that the National Association of the Deaf 
identify and publicize its symbol through newspapers and other 
media as is done by national health organizations related to other 
disabilities in order to familiarize the public with their work, 

H: * * 

One pattern for revealing unmet needs of deaf persons is the 
project currently proceeding in Oregon which calls for coopera- 
tion among state institutions in identifying deaf patients with 
other disabilities who are not being served. Adoption by other 
states is recommended, 

* * * 

It is recommended that ophthalmologists nationally be advised 
(by using the AMA directory) (a) of interpreters available, in 
their areas, for assistance in examining deaf patients and (b) of 
the need to be alert for secondary disabilities resulting from the 
recent rubella epidemics (1963-65), 
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APPENDIX A 



Service Centers for Deaf People 

Rehabilitation Centers that Serve Multiply Disabled Deaf People 



Alabama Center for the Deaf 
Alabama Institute for Deaf and 

Blind 
P.O. Box 268 

Talladega Alabama 35160 

Hot Springs Rehabilitation Center 
Hot Springs, 
Arkansas 71901 

Vocational Rehabilitation 
Florida School for the Deaf 
Box 36 

St. Augustine, Florida 32084 

St. Petersburg Rehabilitation Center 
St. Petersburg, 
Florida 33733 

Evaluation Center for the Deaf 
P.O. Box 295 

Cave Springs, Georgia 30124 

Decatur Job Training Center 
Division of Vocational Rehabilitation 
3132 North Water 
Decatur, Illinois 62526 

Speech and Hearing Center 
Program for the Deaf and the Hard 

of Hearing 
Northern Illinois University 
De Kalb, Dlinois 60115 

Crossroads Rehabilitation Center, 
Inc. 

3242 Sutherland Avenue 
Indianapolis, Indiana 46205 



Iowa Vocational Rehabilitation 

Center 
1029 Des Moines Street 
Des Moines, Iowa 50316 

The Deaf and Hard of Hearing 

Counseling Service, Inc. 
1648 East Central 
Wichita, Kansas 67214 

New England Rehabilitation-for- 
Work Center of Morgan Memorial, 
Inc. 

927 Washington Street 
Boston, Massachusetts 02111 

Lapeer State Home and Training 
School 

Program for the Deaf Retarded 
Lapeer, Michigan 48446 

Michigan Rehabilitation Institute 
Program for Severely Disadvantaged 

Deaf Men 
Pine Lake, Route 3 
Plainwell, Michigan 49080 

Rehabilitation Center and Workshop 

of Greater St. Paul, Inc. 
319 Eagle Street 
St. Paul, Minnesota 55102 

Minneapolis Rehabilitation Center 
1900 Chicago Avenue South 
Minneapolis, Minnesota 55404 

Mankato Rehabilitation Center 
Holly Lane 

Mankato, Minnesota 56001 
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Jewish Employment and Vocational 
Service 

Rehabilitation Program for the Deaf 

and Hard of Hearing 
1727 Locust Street 
St. Louis, Missouri 63103 

New York Society for the Deaf 
Prevocational, Evaluation and 

Training Center 
344 East 14th Street 
New York, New York 10003 

Sunnyview Hospital and Rehabilita- 
tion Center 
1270 Belmont Avenue 
Schenectady, New York 12308 



Community Service 

The Deaf and the Hard of Hearing 

Counseling Service, Inc. 
1648 East Central 
Wichita, Kansas 67214 

Greater Kansas City Community 
Service Agency for the Deaf 

Kansas City General Hospital and 
Medical Center 

24th and Cherry Streets 

Kansait City, Missouri 64108 



Vocational Rehabilitation Center 

908 Penn Avenue 

Pittsburgh, Pennsylvania 15222 

Woodrow Wilson Rehabilitation 

Center 
Fishersville, 
Virginia 22939 

Wisconsin Rehabilitation Center for 

the Deaf 
309 West Walworth Avenue 
Delavan, Wisconsin 53115 

Rehabilitation Center and Workshop 
Institute, West Virginia 25112 



Iters for Deaf People 

Counseling and Community Service 

Center for the Deaf 
403 Swissvale Avenue 
Pittsburgh, Pennsylvania 15221 

Callier Hearing and Speech Center 
2819 Maple Street 
Dallas, Texas 75219 

Seattle Hearing and Speech Center, 
Inc, 

18th and East Madison Street 
Seattle, Washington 98122 



Mental Health Service 

Mental Health Services for the 
Deaf and the Hard of Hearing 

The Langley Porter Neuro- 
psychiatric Institute 

2305 Van Ness Avenue 

San Francisco, California 94102 

New York State Psychiatric 

Institute 
722 West 168th Street 
New York, New York 10032 



mters for Deaf People 

Michael Reese Hospital and Medical 
Center 

Institute for Psychosomatic and 

Psychiatric Research and Training 
2959 South Ellis Avenue 
Chicago, Illinois 60616 



ERLC 



APPENDIX B 



Bibliographies on Deafness 
and Other DLsabdities 



NOTE — These hihUogmphies do not pretend to be exhaustive. They are of- 
fercd as a possible introduction to the fields for the roiaisclor who feels the 



1. Avierican Annals of the Deaf, 5034 Wisconsin Ave., N.W., Washington, 
D.C. 20016. (Official organ of the Conference of Executives of American 
Schools for the Deaf and American Instructors of the Deaf. Published 
quarterly. The January issue contains a directory of services to deaf peo- 
ple and statistics on education.) 

2. Best, Harry. Deafnez^ and the Deaf in the United States. New York: 
Macmillan, 1943. 

3. Institute for Research on Exceptional Children, University of Illinois, 
Research on Behavioral Aspects of Deafness; Procedures of a National 
Research Conference on Behavioral Aspects of Deafness^ New Orleans, 
Louisiana^ May^ 1965. Washington, D.C: Vocational Rehabilitation Ad- 
ministration, U.S. Department of Health, Education, and Welfare, n.d. 

4. Journal of Rehabilitation of the Deaf. Knoxville Tennessee: University 
of Tennessee. (Quarterly of the Professional Rehabilitation Workers 
with the Adult Deaf.) 

5. Quigley, Stephen P., ed. The Vocational Rehabilitation of Deaf People, A 
Report of a Wo7'kshop on RehabilitaiKO}} Caseioork Standards for the 
Deaf, St, Louts, Missouii, May 1006, Washington, D.C; Voca- 
tional Rehabilitation Administration, U.S. Department of Health Educa- 
tion and Welfare, n.d. 

6. Switzer, Mary E. and Williams, Boyce R. "Life Problems of Deaf Peo- 
ple/' Archives of Environmental Health, XV (August, 1967). 



1. American Association of Workers for Deaf-Blind Persons, Inc. Contein- 
porary Papers, II (December 1967), 1511 K Street, Northwest, Washing- 
ton, D.C. 20005. 



7ieed of further information. 



Deafness 



Deaf-Blind 




2. Burns, Daniel J., and Stenquist, Gertrude W. "The Deaf-Blind in the 
United States; Their Care, Education, and Guidance," RehahUitaiion 
Literature (November 1000) 384 -.S 4 4. 

3. Myklebust, Helmer R. The Deaf-Blind Child, Publication No. 15. Perkins 
School for the Blind, 1956. 

4. Rehabilitation of Dcaf-Blind Persons (7 vols.). Brooklyn, New York 
10001: Industrial Home for the Blind, 1958. 

5. Salmon, Peter J., and Rusalem, Herbert. "The Deaf-Blind Person: A Re- 
view of the Literature," Blindness lOC^n. Washington, DX,: American 
Association of Workers for the Blind, 1967. (An annual publication) 



Emotional Disturbances 

1. Kramer, Bernard M. Day Hospital. New York: Grune and Stratton, 
1962. 

2. Landy, David, and Greenblatt, Milton. Halftvay HoKse. Washington, 
D.C.: Social and Rehabilitation Service, U.S. Department of Health, Ed- 
ucation, and Welfare, 19()5. (Reprinted June 1968.) 

3. Rehabilitation Services Administration. U.S. Department of Health, Ed- 
ucation, and Welfare. The PsychiatrisVs Role in Rehabilitating the Men- 
tally Disabled. 

4. Rehabilitation Services Administration, U.S. Department of Health, Ed- 
ucation, und Welfare. "Men'tal Illness," Selected Articles from The Reha- 
bilitation Record. 

Epilepsy 

1. Scientific and Technical Communications Officer, National Institute of 
Neurological Diseases and Blindness, National Institutes of Health. Epi- 
lepsy Ab.'itracts. Bethesda, Maryland 20014. 

2. The Epilepsy Foundation of America. Summaries of Articles on Juvenile 
Epilepsy. 1419 H Street, Northwest, Washington, D.C. 2005: The Epi- 
lepsy Foundation, 1967. 

3. Wright, George N.. and Jacks. James C. Annotated BibVwyrnphy on Epi-. 
lepsy: Social, Psychological and Behavioral Literature from 1965 
Through 1965. Washington, D.C: The p:pilepsy Foundation of America, 
1966. 



Mental Retardation 

1. Bowman, Peter W., and Randin, Jobyna. "The Retarded Deaf and Hard 
of Hearing," Piveland Hospital Bulletin of Mental Retardation, I (1957) 
1-5. 
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8. Myklebust, Helmer R. '*The Deaf Child With Other Handicaps," Ameri- 
can Annals of the Deafy CII (1958) 496-509. 
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tarded Deaf Patients," Journal of Speech aiid Hearing Research, IV 
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APPENDIX C 



Psychological Tests 

The following listing merely records various tests used in dif- 
ferent areas of human assessment as a guide to the counselor. 
The list does not pretend to be all-inclusive, nor does it constitute 
a recommendation of any particular test for use with deaf clients. 
Anyone interested in evaluating psychological tests, for use with 
deaf persons should refer to the short discussion on page 12 
of this manual and to the reference cited there. Actually, the 
literature on testing of the deaf consists, in the main, of 
gropings for suitable tests and their adaptation for use with the 
general community. This listing includes the name of the test, 
the authors, and the publishers; the tests are grouped by types 
or subject matter and in alphabetical order. 

Achievement 

California Achievement Test; Ernest W. Tiegs, Willis W. Clark; California 
Test Bureau. 

Denver Developmental Screening Test; William K. Frankenbiirg, Josiah 

Dodds; University of Colorado Medical Center, 
First Grade Screening Test; John Pete, Warren Webb; American Guidance 

Service^ Inc. 

Iowa Test of Basic Skills; E. P. Lindquist, A. N. Hieronymus; Houghton 
Mifflin Co. 

Metropolitan Achievement Test; Walter N. Durost, Harold H. Bixler, Ger- 
trude H. Hildreth, Kenneth W. Lund, J. Wayne Wrightstone; Harcourt, 
Brace & World. 

Metropolitan Readiness Test; Gertrude H. Hildreth, Nellie L. Griffiths; Har- 
court> Brace & World, 

The Scholastic Testing Service Educational Development Series; 0, P. An- 
derhalter, R. H. Baurnfeind; Scholastic Testing Service. 

School and College Ability Test; Ralph P. Berdie; Cooperative Test Division. 

Stanford Achievement Tests; Truman Kelley, Richard Madden, Eric Gard- 
ner, Herbert Rudman; Harcourt, Brace & World. 

Wide Range Achievement Test; J, K Jastak, S. R. Jastak; Psychological 
Corporation. 
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Arithmetic 



Arithmetic Achiovomenl Tosls; William K. Kline, Harry J. Raker; Robbs- 
Merrill Co. 

California Arithmetic Test; Ernest W. Tiejtjs, Willis W. Clark; California 
Test Bureau. 

Diaj^nostic Arithniotic; G. T. Ruswell, T.enore John; Bobbs-Merrill Co. 

New York Test of Arithmetical Meanings; J. Wayne Wrighthou.^e, Morris 

Pincus, Ruth Lowe, World Book Co. 
Stanford Diagnostic Arithmetic Test; Leslie S. Beatty, Richard Madden, 

Eric F. Gardner: Harcourt. Brace & World. 
Time Apperception Test; John N. Buck; Western Psychological Service. 



Auditory 

ADC .\udiometer Manual; .Audio Development Co. 

Boston University Speech Sound Discrimination Picture Test; Speech and 
Hearing Center; Bo.ston University School of Education. 

Roswell-Chall Auditory Blending Tests; Florence G. Roswell, Jeanne S. 
Chall; E.'^say Press. 

State University of Iowa Standard Tests of Musical Talent; C. E. Seashore; 
C. H. Stoelting Co. 

Wepman Auditory Discrimination Test; Joseph M. Wepman, University of 
Chicago. 



Character and Personality 

Blacky Pictures; Gerald S. Blum; Psychological Corporation. 

Bristol Social Adjustment Guides; D. H. Stoot, Emily G. Sykes; Educational 

and Industrial Testing Service. 
California Test of Personality; Louise P. Thorne, Willis W. Clark, Ernest W. 

Tiegs; CaHfornia Test Bureau. 
Children's Apperception Test (CAT); Leopold Bellak, Sonya Bellak; C.P.S., 

Inc. 

Emergency Scales; Grace H. Kent; Psychological Corporation. 

Eysenck Personality Inventory; H. J. Eysenck, Sybil Ensenck; Educational 
Industrial Testing Service. 

Goldstein-Scheerer; Kurt Goldstein, Martin Scheerer; P.sychological Corp. 

Gordon Personal Profile; Leonard V. Gordon; World Book Co. 

House, Tree, Person; Vytautas J. Bieliauskas; Western Psychological Serv- 
ices. 

IPAT Humor Test; Donald L. Tollefson, Raymond B. Cattell; Institute for 

Personality and Ability Testing. 
Kuder Preference Record; G. Frederick. Kuder; Science Research Associates. 
Michigan Picture Test; Samual Ilartwell, Max L. Hutt, Gwen Andrew, Ralph 

Walton; Science Research Associates. 
Mooney Problem Check List; Ross L. Mooney; Psychological Corporation. 

Omnibus Personality Inventory Research; Center for the Study of 

Higher Education. 
Psychodiagnostic; Hermaim Rohr.schach; Psychological Corporation. 
Rogers's Test of Personality Adjustment; Carl Rogers; Association Press. 
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Shipley-Ins5titute of Livirur Scale; Research Department of the Institute of 
Isvinjr. 

Study of Values Personality Test; Gordon W. Allport, Philip Vernon, Gardner 
. Lindsay; Houghton Mifflin Co. 

Syracuse Scales of Social Relations; Eric F. Gardner, George G. Thompson; 
Harcourt, Brace & World. 

Tests of Creative Thinking; Kaoru Yamamoto; Bureau of Educational Re- 
search. 

Thematic Apperception Test; Henry A. Murray; Harvard University Press. 
Vineland Social Maturity Scale; Edgar A. Doll; American. Guidance Service. 



Durrell Analysi.s of Reading Difficulty; Donald D. Durrrell; World Book Co. 

Gates, McKillop Reading Diagnostic Tests; .Arthur I. Gates, Anne S. McKil- 
lop; Teacher's College Press (Columbia University) . 

Gilmore Oral Reading Test; John V, Gilmore; Harcourt, Brace & World. 

Gray Oral Reading Test; William S. Gray; Bobbs-Merrill Co. 

Monroe Diagnostic Reading Test; Marion Monroe; C. H. Stoelting Co. 

Monroe Group Reading Test; Marion Monroe; Houghten Mifflin Co. 

Primary Reading Profiles; James B. Stroud, Albert Hieronymuf, Paul 
McKee; Houghton Mifflin. 

Rosewell-Chall Diagnostic Reading Test; Florence G. Roswell, James S. 
Chall; Essay Press. 

Spache Diagnostic Reading Scales; George D. Spache; California Test Bu- 
reau. 

Word Discrimination Test; Charles B. Huolsman, Jr. 



.Ayres Handwriting Scale; Leonard P. Ayres; Cooperative Test Division. 
Thorndike Handwriting Scale; Edward L. Thorndike; Teacher's College 



A Point Scale of Performance Tests; Grace Arthur; C. H. Stoelting Co. 
California Test of Mental Maturity; Elizabeth T. Sullivan, Willis W. Clark, 

Ernest W. Tiegs; California Test Bureau. 
Cattell Intelligence Scale; Psyche Gat tell; Psychological Corporation. 
Columbia Mental Maturity Scale; Bessie Burgemeister, Lucille Blum, Irving 

Lorge ; World Book Co. 
Davis-Eells Games; Allison Davis, Kenneth Eells: World Book Co. 
Detroit Tests of Learning Aptitude; Harry J. Baker, Bernice Leland; Public 

School Publishing Co. 
Gessell Developmental Schedules; .Arnold Gessell ; Psychological Corp. 
Goodenough'Harris Draw-a-Man-Test; Dale B. Harris, Florence L. Gooden- 

ough ; Harcourt, Brace & World. 
I. Q. Kalculator; Personnel Press, Inc. 



Diagnostic Reading 



Handwriting 



Press. 



Intelligence 




73 



Kit of Roferi>nci» Trsls for Co;?nitive Factors; John W. French, Ruth B. Kk- 
stroni, Loi^hton A. Price; Educational Testinpr Service. 

Leiter Interna tioial Pcrfonuance Scale; Russell Graydon Leiter; Santa Bar- 
bara State Colleg:e Press. 

Lorgre-Thorndike Into 11 i^e nee Tests; Irving Lorge, Robert L. Thonidike; 
Houjjhton Mifflin. 

Mental Examiner's Handbook; F. L. Wells, Jurgfon Ruesch; Psychological 
Corp. 

Minnesota Percepto-Diagnostic ; G. B. Fuller, J. T. Laira; Journal of Clinical 
Psycholopry. 

Minnesota Pre-School Scalo; Florence L. Goodenough, Katherine M. Maurcr, 

M. J. Van Wagenien ; Education Test Bureau. 
Ontario School Ability Examination; Harry A moss; Rye r son Press. 
Otis Quick-Scoring Mental Ability Test; .Arthur S. Otis; Harcourt, Brace & 

World. 

Peabody Picture Vocabulary Test; Lloyd M. Dunn; American Guidance 
Service. 

Pintner-Curmingham Primary Mental Test; Rudolph Pintner, Bess B. Cun~ 

ningham; World Book Co. 
Pintner Intermediate Test; Rudolph Pintner; World Book Co. 
Pintnor-Durost Elementary Test; Rudolph Pintner, Walter Durost; World 

Book Co. 

Primary Mental Abilities; Thclma Gwinn Thurstone; Science Research As- 
sociates, 

Raven's Progressive Matrices; J. C. Raven; Psychological Corporation. 

Quick Screening Scale of Mental Development; Ratharine M. Banham; Psy- 
chometric .AfTiliatvs. 

Wechsler Maze Test; David Wechsler ; Psychological Corporation. 

Sangren Information Tests for Young Children; Paul V. Sangren; World 
Book Co. 

Stanford-Binet; Lewis M..Terman, Maud A. Merrill; Houghton Mifflin. 
WAIS; David Wechsler; Psychological Corporation. 

Wechsler-Belleviie Intelligence Scale; David Wechsler; Psychological Corpo- 
ration. 

Wechsler Maze Test; David Wechsler; Psychological Corporation. 

WISC; David Wechsler; Psychological Corporation. 

WPPSI; David Wechsler; Psychological Corporation. 

WPPSI Geometric Design; David Wechsler; Psychological Corporation. 

WPPSI Mazes; David Wechsler; Psychological Corporation. 



Language 

Basic Concept Inventory; Siegfried Englemann; FoUett Publishing Co. 
Examining for Aphasia; Jon Eisenson; Psychological Corporation. 
Halstead-Wepman Screening Test for Aphasia; Ward C. Halstead, Joseph 

Wepman; University of Chicago Clinics. 
Illinois Test of Psychoiinguistic Abilities; Samuel A. Kirk, James McCarthy; 

University of Illinois Press. 
Parson's Language Sample; Joseph E. SpradHn; Journal of Speech and 

Hearing Disorders. 

Slingerland Screening Test for Identifying Children with Specific Language 
Disability; Beth H. Slingerland; Educator's Publishing Service. 
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Reading Achievement 



Botel Reading Inventory; Morton Botel; Follett Publishing Co. 
Developmental Readings Test; Guy L. Bon, Theodore Clymer, Cyril Hoyt; 
Lyons & Carnahan. 

Diagnostic Reading Test; Frances 0. Triggs, Rachel Bear, George Spache, 

Agatha Townsend, Arthur Traxler, Frederick Westover; Committee on 

the Diagnostic Reading Test, Inc. 
Durrell-Sullivan Reading Achievement; Donald D. Durrell, Helen B. Sullivan; 

Harcourt, Brace & World. 
Gates Primary Reading Tests; Arthur I. Gates; Teacher's College Press 

(Columbia University). 
Gates-MacGinitie Reading Tests; Arthur I. Gates, Walter H. MacGinitie; 

Teacher's College Press (Columbia University). 
Monroe's Standardized Silent Reading Test; Walter S. Monroe; Bobbs-Mer- 

riil. 

Science Research Associates Reading Record; Guy T, Buswell; Science Re- 
search Associates. 



Gates Reading Readiness Test; Arthur I. Gates: Teacher's College Press 

(Columbia University). 
Harrison-Stroud Reading Readiness Profiles; M. Lucile Harrison, James B. 

Stroud; Houghton Mifflin. 
Lee Clark Reading Tests; J. Murray Lee, Willis W. Clark; California Test 

Bureau. 

Monroe Reading Aptitude Test; Marion Monroe; Houghton Mifflin. , 
Murphy-Durrell Reading Readiness Analysis; Helen A. Murphy, Donald D. 
Durrell; Harcourt Brace & World. 



SpeMing 

Ayer's Spelling Scale; Fred C. Ayer; Steck Co. 

Webster Diagnostic Spelling Test; William Kottmeyer, Audrey Claus; Webs- 
ter Division, McGraw-HilL 

Word Clue Tests; Stanford E. Taylor, Helen Frackenpohl, Nancy JoUne; 
Educational Developmental Laboratories. 



A.B.C. Vision Test; Walter R. Miles; Psychological Corporation. 

Art Judgment Test; Norman C. Meier, Carl Seashore; Bureau of Educa- 
tional Research and Service. 

Ayers Space Test; A. Jean Ayers; Western Psychological Services. 

Beory-Buktenica Do^velopmental Test of Visual Motor Integration; Keith E. 
Beery, Norman Buktenica; Follett Publishing Co. 

Bender Gestalt Motor Test; Elizabeth M. Koppitz; Grune & Stratton, Inc. 



Reading Readiness 



Visual-Motor 
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Benton Left-Right Discrimination and Finger Localization Test; Arthur L. 
Benton; Hocbei'-Harper, Inc. 

Benton Visual Retention Test; Arthur L, Benton; Psychological Corporation. 

Marianne Frostig Developmental Test of Visual Perception; Marianne Fros- 
tig, Phyllis Maplow; Consulting Psychologists Press. 

Harris Test for Lateral Dominance; Albert J, Harris; Psychological Corpo- 
ration, 

Lincoln-Oseretzky Test of Motor Impairment; William Sloan; C. H. Stoelting 
Co. 

Macquarrie Test for Mechanical Ability; T. W. Macquarrie; California Test 
Bureau. 

Memory for Designs Test; Frances Graham, Barbara Kendall; Montana 
State University. 

Money Standardized Road Map Test; John Money, Duane Alexander, H. T. 
Walker, Jr.; Johns Hopkins Press. 

Moore Eye-Hand Coordination Test; Joseph E. Moore; California Test Bu- 
reau. 

Purdue Perceptual Motor Survey; Eugene G. Roach, Newell C. Kephart; 

Charles E. Merrill Books, Inc. 
Stenquist Mechanical .Aptitude Test; J. L. Stenquist; World Book Co. 



Vocabulary 

A Spoken Word Count; Lyle V. Jones, Joeph M. Wepman; Language Re- 
search Associates. 

Core Vocabulary; Stanfor*! E. Taylor, Helen Frackenpohl; Educational De- 
velopment Laboratories. 

Dolch Sight-Word Vocabulary; Edward W. Dolch; Garrard Press. 

Phoneme-Grapheme Correspondence as Cues to Spelling Improvement; Rich- 
ard E. Hodges, Edwin H. Rudorf, Paul R. Hanna, Jean S. Hanna; 
U.S. Department of Health, Education, and Welfare. 
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APPENDIX D 



The Participants 



Administrative Staff 

Director— William Dfsmond Phillips, Director, Institute for the Study of Ex- 
ceptional Children and Adults, DoPaul University, Chicago, Illinois 606M. 

Coordinator — Virpil E. Flathouse, Coordinator, Teacher Preparation Pro- 
gram — Deafness, Institute for the Study of Exceptional Children and 
Adults, DePaul University, Chicaj2:o, Illinois 60614. 

Planning: Committee— Mrs. Kdna P. Adler, James Chalfant, W. Calton 
James, Victor Galloway, Farre*ll Mitchell, Wm. Desmond Phillips, Edward 
Pfiefer, L. Deno Reed. W. S. Rybak, Robert G. Sanderson, Harold Shay, F. 
Eugene Thomure, Boyce R. Williams. (Titles and addresses are to be found 
among the listing.s of discussants.) 

Interpreters — 

Mrs. Lillian Beard, 107 Forest Cove Drive, Route 3, Humble, Texas 77838. 
Henry 0. Bjorlie, Print: oal. New York State School for the Deaf at Rome, 

713 North Madison Street, Rome, New York l.'?440, 
Mrs. Virginia Lewis, Secretary-Treasurer, Registry of Interpreters for the 

Deaf, 39 Todd Lane, Youngstown, Ohio 44505. 
Glenn T. Lloyd Coordinator, Deaf Education, Department of Special Educa- 
tion and Rehabilitation, College of Education, University of Tennessee, 

Knoxville, Tennessee 37910. 
Doris McDonald, Mississippi School for the Deaf, P. 0. Box 4446. Fnomddren 

Station, Jackson, Mississippi 39216. 
Mrs. Shirley Paeotti. 2110 Millwood Street, Houston, Texas 77008. 
Lottie Riekehof, 1380 Riverside Drive (70), New York, New York 10033. 
John Shipman, Louisiana School for the Deaf, 800 South Ferdinand Street, 

Baton Rouge, Louisiana 70821 
Editor — Alan B. Crammatte, Department of Business Administration, Gal- 

laudet College, Washington, D.C. 20002. 
Assistant Editor — Mrs. Dorothy S. Miles, c/o National Theater of the Deaf, 

1860 Broadway, New York, New York 10023. 



ERIC 



GROUP I 



Mentally Retarded Deaf 

Chciirman — Robert Henderson, Chairman, Department of Special Education, 

University of Illinois, Urbana, Illinois (USOl. 
Co-Chairman— Richard K. Johnson, The Rehabilitation Center, College of 

Education, University of Arizona, Tucson, Arizona 85621. 
Recorders— Samuel Milesky, Supervisor, Deaf and Visually Handicapped, 

Bureau of the Handicapped, 12() Lan^don Street, Madison, Wisconsin 

53703. 

— Thomas J. Fangman, Coordinator, Mental Retardation Program, Insti- 
tute for the Study of Exceptional Children and Adults, DePaul University, 
Chicago, Illinois 60614. 



Discussants 

Mrs. Edna P; Adler, Speciali.st, Deaf and Hard of Hearing:, Communication 
Disorders Branch, Division of Disability Services, Social and Rehabilita- 
tion Service, Washinjrton, D, C. 20202 

Richard Babb, Teacher of Mentally Defective Deaf, Porterville State Hospi- 
tal, P. 0. hox 2000, Porterville, California 93257. 

Georj?e R. Baker, Director of Teacher Preparation, Physically Handicapped 
and Neurolop:ically Impaired, University of Wisconsin, Madison, Wisconsin 
53700. 

Sister Eymard, Catholic Deaf Center, 2824 Dauphine Street, New Orleans, 
Louisiana 70117. 

John Forsythe, General Counsel, United States Senate Committee on Labor 
and Public Welfare, Washinjrton, D. C. 20510. 

Herbert Goldstein, Professor and Chairman, Department of Special Educa- 
tion, Yeshiva University, Ferkauf Graduate School of Humanities and So- 
cial Sciences, 55 Fifth .Avenue, New York, New York 10003. 

Melvin Greenstein, Director, Kennedy Job Training Center, 123rd and Wolf 
Road, Palos Park, Illinois 60404. 

W. Calton James, Instructor-Retarded Deaf, Sonoma State Hospital, Eld- 
ridge, California 9543L 

Malcolm J. Norwood, Education Officer, Acquisition, Media Services and 
Captioned Films, OfTice of Kducation, Department of Health, Education, 
and Welfare, Washington, D, C, 20202. 

Edward Pfiefer, Supervisor of Planning and Program Development, Voca- 
tional, Technical, and .Adult Education, Wisconsin Rehabilitation Division, 
State Office Building, 1 West Wilson Street, Madison, Wisconsin 53702. 

Dorothy Scott, 4735 Government Street, Baton Rouge, Louisiana 70806. 

Carl E. Shawlian, Rehabilitation Counselor, Utah State Board of Education, 
1200 University Club Building, 136 East Sou.h Temple, Salt Lake City, 
Utah 84111. 

Henry Warner, Assii-tant Regional Director, Social and Rehabilitation Cen- 
ter, 4033 West Van Buren Street, Chicago, Illinois 60624. 

Doyle Wheeler, Director, Vocational Rehabilitation Division, Education 
Building, Capitol Station, Austin, Texas 78711. 

William E. Woodrick, Director, RSA Program, College of Kducation, Univer- 
sity of Tennessee, Knoxville, Tennessee 37916. 
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GROUP 11 



Emotionally Disturbed Deaf 

Chairman — Don 0. Pettinjjrill, Coordinator, Rehabilitation for the Deaf, Seat- 
tle Hearing" and Speech Center, Inc., 18th and East Madison Streets, Seat- 
tle Washington 98122. 

Co-Chairman — Robert K. Lennan, Pilot Project Supervisor, California School 
for the Deaf, 'AOU Horace Street, Riverside, California 92500. 

Recorders — Raymond L. Jones, Project Director, Leadership Training in the 
Area of the Deaf. San Fernando Valley State College, North ridge, Califor- 
nia 91324. 

— ^William R. Langbauer, Coordinator, Community Project for thfi Dpaf, 
Jewish Vocational Service, One South Franklin Street, Chicago, Illinois 
6060G. 



Discussants 

Syed Abdullah, Senior Psychiatrist, Deaf Unit, Rockland State Hospital, Or- 
angeburg, Now York 10902. 

Kenneth Beckman, Department of Special Education, Illinois State Univer- 
sity, Normal, Illinois 01761. 

Robert Donoghue, Project Psychologist, Jewish Vocational Service, One 
South Franklin Street, Chicago, Illinois OOfiOfi. 

Judith Fein, Research Assistant, National Advisory Committee on the Educa- 
tion of the Deaf, Department of Health, Education, and Welfare, Washing- 
ton, D.C. 20202. 

Roger Frey, Professor and Head, Department of Special Education and Re- 
habilitation, University of Tennessee, Knoxville, Tennessee 37916. 

Mrij. Patria For.sythe, Executive Secretary, Natjional Advisory Committee on 
Education of the Deaf, Department of Health, Education, and Welfare, 
Washington, D.C. 20202. 

Victor Galloway, Education Specialist, National Technical Institute for the 
Deaf, One Lomb Memorial Boulevard, Rochester, New York 14623. 

Francis J. Gattas, Supervisor, Rehabilitation Services, Deaf and Hard of 
Hearing, Ohio State Board of Education, Bureau of Vocational Rehabilita- 
tion, 210 South Parsons Avenue, Room 114D, Columbus, Ohio 43215. 

Joanne Lambort, 473.5 Government Street, Baton Rouge, Louisiana 70800. 

Albert T. Pimentel, Executive Director, Registry of Interpreters for the 
Deaf, 905 Bonifant St., Silver Spring, Md. 20910. 

W. S. Rybak, Assistant Superintendent, Dixon State School, 2600 North 
Brinton Avenue, Dixon, Illinois 61021. 

Robert G. Sanderson, Coordinator, Services for Adult Deaf, Utah State 
Board of Education, 1200 University Club Building, 136 East South Tem- 
ple Street, Salt Lake City, Utah 84111. 

Ralph White, Consultant for the Deaf, Texas Education Agency, Austin, 
Texas 78711. 

Frank B, Wilderson, Jr., Associate Professor, Department of Special P^duca- 
tion, University of Minnesota, Minneapolis, Minnesota 55455. 

Boyce R. Williams, Chief, Communication DisLordors Branch, Division of Dis- 
ability Services, Social and Rehabilitation Service, Washington, D.C. 20201. 



79 



Group III 



Learning Disabilities— Deaf 

Chairman — James ChalfMit, Assistant ProfesBor of Special Education, Spe- 
cial Education Laboratory, Institute for Research on Exceptional Children, 
University of Illinois, 1005 West Nevada Street, Urbana, Illinois 61801, 

Co-Chairman — Thomas A. Mayes, Project Director, Mott Foundation, 925 
Avon Street, Flint, Michigan 48502. 

Recorders — Mrs. Noreen Haupt, Rehabilitation Counselor, Vocational Reha- 
bilitation, Wisconsin Department of Health and Social Services, 819 North 
Sixth Street, Milwaukee, Wisconsin 53203. 

— Robert R. Lauritsen, Consultant, Deaf and Hard of Hf^aring, Division 
of Vocational Rehabilitation, State of Minnesota, 180 Griggs-Midway 
Building, 1821 University Avenue, St. Paul, Minnesota 55104. 



Discussants 

Mrs. Barbara Babbini, 14607 Huston Street, Sherman Oaks, California 
91403. 

Edward Carney, Education OfRcer-Distribution, Captioned Films for the 
Deaf, U.S. OlVice of Education, Department of Health, Education, and Wel- 
fare, Washinf^'cun, D.C. 20202. 

Susan Champf?gne, Leadership Training Program in the Area of the Deaf, 
San Fernando Valley State College, 18111 Nordhoff Street, Northridge, 
California 91324. 

William Craig, Department of Special Education and Rehabilitation, School 
of Education, University of Pittsburgh, Pittsburgh, Pennsylvania 15213. 

Dorothy L. DeBoer, Coordinator, Learning Disabilities Program, Institute for 
the Study of Exceptional Children and Adults, DePaul University, Chi- 
cago, Illinois 60614. 

Ervin Hodges, Director, Hot Springs Rehabilitation Center, P.O. Box 1358, 
Hot Springs, Arkansas 71901. 

Robert Kennedy, Leadership Training Program in the Area of the Deaf, San 
Fernando Valley State College, 18111 Nordhoff Street, Northridge, Califor- 
nia 91324. 

Edgar L. Lowell, Administrator, John Tracy Clinic, 806 West Adams Boule- 
vard, Los Angeles, California 90007. 

Joseph G. Minskoff, Assistant Professor, Department of Educational Psychol- 
ogy, Special Education Program, School r>f Education, New York Univer- 
sity, Washington Square, New York, New York 10003. 

Terrence O^Rourke, National Director, Manual Communication Program, Na- 
tional Association of the Deaf, 905 Bonifont St., Silver Spring, Md. 20910. 

Joseph Rosenstein, Coordinator, Deaf, Division of Training Programs, Bu- 
reau of Education for the Handicapped, U.S. Office of Education, Washing- 
ton, D.C. 20202. 

Larry G. Stewart, Counseling Specialist, National Technical Institute for the 

Deaf, One Lomb Memorial Boulevard, Rochester, New York 14623. 
Geno M. Vescovi, Rehabilitation Center, The University of Arizona, Tucson, 
Arizona 85721. 



Douglas Wells, Delgado College, 615 City Park Avenue, New Orleans, Louisi- 
ana 70119. 

Douglas E. Wiseman, Associate Professor, College ol Education, University 
of Maryland, College Park, Maryland 20742. 



GROUP iV 



Other Severe Handicaps— Deaf 

Chairman — James H. Whitworth, Coordinator, Center for the Deaf, Evalua- 
tion and Work Orientation, Division of Vocational Rehabilitation, State 
Department of Education, Cave Spring, Georgia 30124. 

Co-Chairman — Ranee Henderson, Oregon State Schobl for the Deaf, 999 Lo- 
cust Street, Salem, Oregon 97310. 

Recorders — Gary Blake, Coordinator, Counselor Project for the Deaf, Hot 
Springs Rehabilitation Center, Hot Springs, Arkansas 71901. 

— Sidney Hurwitz, Project Coordinator, Jewish Vocational Service, 1727 
Locu.st Street, St. Louis, Missouri 63103. 



Discussants 

Louis J. Bettica, Coordinator, Anne Sullivan Macy Service, The Industrial 
Home for the^Rlind, 146-ir> Archer .Avenue, Jamaica, New York :U435. 

Josephine Carr, Program Director The Deaf, Oregon College of Education, 
Monmouth, Oregon 973G1. 

Mervin Garretson, Executive Director, Council of Organizations Serving the 
Deaf, 4201 Connecticut Avenue, Northwest, Washington, D.C. 20008. 

Verna Hart, Department of Special Education, George Peabody College for 
Teachers, Na?hville, Tennessee 37203. 

Father Gerard Howell, Catholic Cemer for the Deaf, 2824 Dauphine Street, 
New Orleans, Louisiana 70117. 

Laura Love, Graduate Research Assistant, Department of Psychology, Uni- 
versity of Texas, Austin, Texas 78712. 

Shirley McClure, Director of Physical Medicine, Hot Spri;figs Rehabilitation 
Center, P.O. Box 1358, Hot Springs, Arkansas 7X901, 

Parrell J. Mitchell, Chief of Services, Deaf and Hard of Hearing Program, 
Division of Vocational Rehabilitation, State of Illinois, 227 South Seventh 
Street, Springfield, Illinois 62701. 

Gehard W. Nelson, Coordinator of Admissions and Guidance, St. Paul Tech- 
nical and Vocational Institute, St.jPaul, Minnesota. 

Eugene W. Petersen, Director, Program for the Deaf and Hard of Hearing, 
Crossroads Rehabilitation Center, 3242 Sutherland Avenue, Indianapolis, 
Indiana 46205. 

Albert Seal, Counselor, Vocational Rehabilitation Division, 3330 Florida 

Street, Baton Rouge, Louisiana 70806. 
Mabel E. Talbot, Professor of Special Education, State University College, 

Geneseo, New York 14454. 



81 



Bibliography 



Publications Cited in the Text 

1. Boatner, E.B., Stuckless, E.R., and Moores, D,F. Occupational Status of 
the Young Deaf Adult and Demand for a Regional Technical Vocrttional 
Training Center, 

2. Peterson, Richard O., and Jones, Edna M. Guide to Jobs for the Mentally 
Retarded^ rev. ed. Pittsburgh: American Institute for Research, cl964, 

3. Falberg, Roger M, "The Psychological Evaluation of Prelingually Deaf 
Adults," Joxinial of Rehabilitation of the Deaf, 1, No. 2 (July 1967), pp. 
31-46, 

4. Heber, Rick (ed,). Vocational Rehabilitation of the Mentally Retarded, 
Rehabilitation Service Series No. 65-16, Washington: U,S, Department 
of Health, Education, and Welfare, 1965, 

5, Kirk, Samuel A, Educating Exceptional Children, Boston: Houghton 
Mifflin Co., 1962, 

6. Kronenberg, Henry H,, and Blake, Gary. Young Deaf Adidts—An OccH" 
pational Survey, Little Rock, Ark,: Arkansas rehabilitation Service, 
1966. 

7. Olshansky, Vocational Rehabilitation Rc-Examined cited by Vescovi, 
Geno, in "Some Factors Related to Follow-up of Multiply Handicapped 
Deaf Adults," paper presented to Workshop for the Multiply Disabled 
Deaf, New Orleans, Louisiana, March 31 through April 3, 1968. 

8. Pimentel, Albert T. "The TOWER System as a Vocational Test for th^ 
Deaf Client," Journal of Rehabilitation of the Deaf, 1, No. 1 (April 
1967), pp. 26-31. 

1>\ Rainer, J.D., Altshuler, K.Z., Kallman, FX, and Deming, W.E. (eds.) 
Family and Mental Health Problems in a Deaf Population. New York: 
New York State Psychiatric Institute, 1963. 

10. Retherford, Robert M, Progress Report on Project RD 801 -S, a Personal 
Adjustment and Pre-Vocational Center for Non-feasible Deaf Adidts 
. , , Lansing, Michigan : Michigan Association for Better Hearing, 1964. 

11. Vescovi, Geno. "Some Factors Related to Follow-up of Multiply Handi- 
capped Deaf Adults." Paper presented to Workshop for the Multiply 
Disabled Deaf, New Orleans, Louisiana, March 31 through April 3, 1968. 



^U.S. GOVERNM*^T PRINTING OFFICE :187Z-0-488-€91 



